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Introduction 

The Centers for Medicare and Medicaid Services (CMS) approved New Hampshire’s application for a five-
year Medicaid demonstration project to improve access to and the quality of behavioral health services 
by establishing regionally based Integrated Delivery Networks (IDN) and developing  a sustainable 
integrated behavioral and physical health care delivery system. To achieve the goals of the demonstration 
waiver, the IDNs are charged with participating in statewide planning efforts and selecting and 
implementing community-driven projects.  These projects are built around three enabling pathways: 
mental health and substance use disorder treatment capacity building, integration of physical and 
behavioral care, and improving transitions of care across settings. 

Per the Standard Terms and Conditions and contractual requirements Integrated Delivery Networks who 
have met 100% of the required deliverables will be required to submit ongoing Semi-Annual Progress 
Reports.  It is the expectation that all partners will continue to make progress along the SAMHSA 
Integrated Care Practice Designation Continuum. 
 

 

To be considered timely, supporting documentation must be submitted electronically to the State by the 
dates indicated above into each IDN’s semiannual reporting folder.  For questions, contact:  

Kelley Capuchino 
Senior Policy Analyst 

NH Department of Health and Human Services 
Division of Behavioral Health 

129 Pleasant St 
Concord NH 03301 

Kelley.Capuchino@dhhs.nh.gov  

  

Submission of the semi-annual progress report shall be a single pdf document which includes all attachments.  

In addition, due to printing and size constraints, your attachments should also be uploaded separately in the 

original file version as well (MS project, MS excel, etc.).  The January- June 2020 semi-annual report is due July 

31, 2020 and the July-December 2020 semi-annual report is due January 29, 2021. Attachments should use the 

naming convention identified in the weekly update dated week ending July 7, 2017.  The naming convention 

shall correlate with the project deliverable for which it is being submitted. 

mailto:Kelley.Capuchino@dhhs.nh.gov
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Project Plan Implementation (PPI) 

Narrative 

Provide a detailed narrative to reflect progress made during this reporting period as it relates to the 

Administration, Network, and Governance. 

During the reporting period January 1, 2020-June 30, 2020, Region 7 IDN partners continued to work 

towards the goals established in the original project plan in an effort to move the region closer to 

integrated healthcare.  The COVID-19 pandemic that burdened communities starting in March 2020 has 

resulted in multiple initiatives being stalled while partners focused all efforts on responding to the crisis.  

Region 7 IDN continued to collaborate as partners rushed to stand up telehealth services and make the 

switch to a virtual environment for the majority of their work.  The governance structure has continued 

to guide the region through challenges and opportunities for collaboration to mitigate said challenges.   

Governance 

The Steering Committee continued to consult with North Country Health Consortium as the lead agency 

and the sub-committee workgroups continued meeting to provide each other support throughout the 

reporting period.  NCHC continued providing backbone support during the period and worked to provide 

additional collaborative opportunities when the COVID-19 pandemic began.  The agency has been 

hosting a weekly “COVID Touch Base” town hall style call for partners to provide updates and ask for 

support when needed.  This meeting has been extremely valuable to the region as it has kept everyone 

aware of the similar and differing struggles each agency has faced.   

Steering Committee  

The Steering Committee has continued to meet regularly with staff from the Administrative Lead Agency 

to make informed decisions about the IDN.  The Committee has fulfilled their primary role determined 

at the start of the project by taking responsibility for the strategic vision, fund allocation, and the 

achievement of project metrics.  The majority of the reporting period was spent discussing 

sustainability, new strategies for distributing funds and a potential structure that can be upheld past the 

end of the 5-year demonstration period.   

The Steering Committee was called upon monthly and as needed to provide feedback on new ways to 

use unencumbered incentive payments, approved proposals to help move the region further along the 

continuum of integrated healthcare and collaborate throughout the region to continue improving 

patient outcomes. The committee briefly pivoted their focus in April 2020 to discuss effective ways to 

support the regional response to the COVID-19 pandemic and members shared what their agencies have 

been implementing for patients.  The state also requested a community/partner meeting twice a week 

to ensure adequate care coordination efforts were in place, but the Steering Committee expressed 

concerns about the lack of partner bandwidth to accommodate this request.  The proposed solution was 

to host the weekly “Town Hall Calls” mentioned previously.  

Partners have shared that all of their efforts need to focus on COVID-19 response which limited their 

ability to intentionally work towards IDN deliverables.  This led to the Steering Committee revisiting the 

deliverables laid out in Round 5 Memoranda of Understanding (MOUs) and developing an amendment 

which acknowledged the scope of work achieved by partners during the pandemic as working towards 

the Delivery System Reform Incentive Payment (DSRIP) goals, despite leaving some of the original 

deliverables of the MOUs unmet.  
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The Steering Committee has also been actively involved in determining the best use of remaining 

incentive funds in Region 7 IDN.  Considerable time during the reporting period was spent brainstorming 

mechanisms to disburse funds in an effective way, using the project and Implementation plans as a 

guide to ensure that future uses of incentive payments are aligned with the DSRIP project goals of  

Improved Care Transitions, Expanded Capacity, Integrated Care and a move towards Alternative 

Payment Models. These discussions resulted in a decision to consult with all other governance 

workgroups to make a collective decision about the use of the remaining incentive funds.  The Region 7 

IDN team spent June preparing for a Strategic Funding Meeting to gather feedback and ideas on a 

proposed plan of action.     

Clinical Workgroup  

The Clinical Workgroup has continued to advise the IDN Steering committee regarding clinical pathway 

standards, and how to monitor fidelity, performance, and patient outcomes of the Region 7 IDN.  The 

workgroup met in February to discussing ongoing agenda items including workforce updates, training 

updates & gaps, updates from the regional multi-disciplinary core team and regional care coordinator 

network, and discuss a Community Health Worker (CHW) pilot program that was under development.  

The workgroup was provided a draft framework of the CHW proposal and asked to provide feedback 

about the potential CHW interventions for an expanded patient population, potential outcomes for both 

patient and provider, and potential metrics that could be used to track the program’s efficacy. The goal 

was to consider CHW interventions not only in the current focus population of the region’s sickest and 

oldest patients, but also considering working upstream in chronic disease processes to the new-onset 

and at-risk populations.  Workgroup members provided valuable feedback to help staff from NCHC’s 

Ways to Wellness program finalize the proposal to present to the Steering Committee for final approval.   

The Clinical Workgroup also discussed the Regional Multidisciplinary Core Team (MDCT) and the 

Regional Care Coordinator Network’s (RCCN) involvement in regional monthly case conferences.  The 

IDN’s Medical Director explained the case conference process used at Ammonoosuc Community Health 

Services, and shared that although it was difficult at their agency to gather initial cases, once the 

structure was in place it started going smoothly.  The workgroup is working to brainstorm ways to stand 

up the regional MDCT in a more effective way, with a consistent Primary Care Provider appointed as a 

standing member, but this work was tabled at the onset of COVID-19 pandemic.   

In light of the COVID-19 related activities underway, and the fact that the protocols, workflows, and 

standards of care that the workgroup was originally tasked to address have been completed, limited 

agenda items for the Clinical Workgroup remained. On a month by month basis, the workgroup opted to 

cancel meetings in the latter half of the reporting period.  As the next round of incentive payments are 

distributed, they will be called upon to provide clinical input and perspective on new projects and 

initiatives.   

Community Engagement Workgroup  

The Community Engagement Workgroup has continued to advise the IDN Steering committee on ways 

to engage the entire Region 7 IDN community to gather input and feedback on improving patient 

outcomes in the region.  The workgroup continued to determine the most effective strategy to show 

impact of the IDN to county stakeholders and how to communicate messages to different communities 

and populations.  This has remained a challenge through the DSRIP, but Community Engagement 

members continue to participate in regional meetings outside their quarterly cadence to offer 

perspectives on messaging and longitudinal impact of Region 7 IDN initiatives. 

One initiative that has been underway for several months is the development of an integrated 

healthcare rack card that can be personalized by Region 7 IDN partners.  Development of this marketing 
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tool has been delayed as the group sought clarification regarding other activities that may have been 

underway at the state level, so as to avoid redundant efforts.  In the interim, the group focused on using 

existing resources to communicate effectively.  Confirmation that a state-led marketing campaign was 

not under development came just before the group was scheduled to meet in the first quarter of the 

year, but the COVID-19 pandemic took partners’ focus elsewhere.  This, combined with limited agenda 

items for the workgroup, resulted in the cancelation of the group’s spring meeting.  Despite this 

disruption to the usual meeting cadence, members of the Community Engagement Workgroup have 

been consistent participants in the Region 7 IDN COVID Touch Base calls occurring on a weekly basis, 

where extensive discussions regarding the connectivity of the Network and communication pathways to 

the public are discussed. 

Data/HIT Workgroup  

The Data Workgroup has continued to advise the IDN Steering Committee regarding data sharing 

processes, use of existing technology, and identifying what is needed to implement standardized 

reporting and monitoring for the Region 7 IDN.  During the meeting on February 26, the group was 

informed that MAeHC had announced is disengagement from the DSRIP and would not be continuing as 

the data aggregator beyond 09/01/2020.  Partners learned that half year measures covering first half of 

2020 and full year measures of 2019 would need to be reported to MAeHC by July 15, 2020, and the last 

two reporting periods (2ND half 2020, and full year 2020) would need to be reported in a different way. 

As with other workgroups, the COVID-19 pandemic consumed partner focus and depleted staff capacity 

to engage in workgroup meetings, resulting in a suspension these meetings through the end of the 

reporting period.  The IDN Data Lead continued to interface with partners on an individual level, helping 

them to navigate the data reporting demands created by the disengagement of MAeHC and providing 

assistance with other IDN-related technology initiatives while the region awaited further guidance from 

the state. 

Finance Workgroup   

The Financial Workgroup has continued to be in place to advise the IDN Steering Committee regarding 

decisions about the distribution of funds earned by the IDN over the course of the demonstration.  The 

workgroup did not formally meet but remained available to the region on an as needed basis during this 

reporting period.  In mid-June, the workgroup was invited to the Strategic Funding Meeting in July to 

participate in the discussion regarding allocation of remaining incentive funds.  The group will continue 

to review proposals and budgets, as necessary.  

The Governance workgroups remained committed to governing IDN7 projects throughout the reporting 

period despite the cancelation of multiple meetings.  During the COVID pandemic, many governance 

workgroup meetings were canceled primarily because much of their originally chartered work had 

reached a steady state, resulting in a lack of action items for the agenda, but also due to the competing 

priorities of partners as they responded to the pandemic. Workgroup mailing lists remained active for 

the purposes of sharing information and soliciting feedback.  The Steering Committee met on a monthly 

basis to continue making decisions for the region during the reporting period and governance members 

were called upon as necessary to ensure that the work of the IDN continued despite a decrease in 

organized meeting time. Governance members agreed with the Steering Committee’s decision to host a 

weekly “COVID touch base” call as a vehicle o allow partners to share needs and support one another 

throughout the pandemic. These calls served as a consistent resource and meeting space for partners 

while structured workgroup meetings were put on hold. The region will be calling upon the workgroups 

more frequently in the upcoming period to discussion fund allocation, sustainability, and post DSRIP 

governance structure. 
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Allocation of Funds   

During this reporting period, several partners continued to progress on goals outlined in the Round 5 

Performance-based funding MOUs which were tied to the DSRIP goals and the region’s implementation 

plan.  Targeted requests for progress updates were temporarily suspended as partners responded to the 

COVID pandemic.  In June 2020, the Steering Committee discussed the fact that not all deliverables 

under the MOUs were met as planned but additional work had been done by partners to support 

integration and enhanced care coordination.  In an effort to acknowledge partners’ dedication to 

continued integration and care coordination efforts, regardless of the mechanisms employed to achieve 

the desired results, the Steering Committee authorized the development of an amendment to the 

MOUs.  This amendment authorized the release of the second half of MOU funding in recognition of the 

good faith efforts to maintain the progress made under the NH DSRIP and ensure continuity of care for 

the region’s most complex patients during the pandemic.  Despite the challenges the region has faced 

during the reporting period, the following partners continued to operate with integrity in their efforts to 

move moving the region towards integrated healthcare under Round 5 MOUs:  

¶ Ammonoosuc Community Health Services    

¶ Friendship House  

¶ Indian Stream Health Center  

¶ Mount Washington Valley Supports Recovery   

¶ North Country Serenity Center  

¶ Northern Human Services  

¶ Saco River Medical Group  

¶ Tri County CAP  

¶ White Horse Recovery Services (White Horse Addiction Center)  

¶ White Mountain Community Health Center  

The COVID-19 pandemic forced these partners to pivot from focusing on the specific projects outlined in 

their Round 5 MOUS to the implementation of hybrid telehealth services, shifting workloads among staff 

to compensate for furloughed employees, requesting relief funds and maintaining effective care 

coordination services to ensure resources were being provided to patients in need. These extra activities 

created competing priorities and reduced the bandwidth to complete the deliverables of the original 

MOUs.  The Steering Committee felt that these activities, collaboration, and innovative approaches to 

respond to COVID-19 were comparable to or even exceeded the activities outlined in the original MOUs.  

The group decided these efforts met the overarching goals of delivering integrated healthcare and 

improving care coordination and care transitions throughout the region, and as a result, justified 

continued funding support to these IDN partners. 

The month of June was dedicated to preparing for a Governance Group Strategic Funding Meeting to 

gather feedback and ideas on a proposed plan of action for the remaining incentive payments available 

to the region.  The Governance workgroups continued to be essential to identifying and supporting 

initiatives that will result in long-term delivery system reform across the region.   

Trainings  

Region 7 IDN stayed committed to providing training opportunities to partners throughout this reporting 

period.  Multiple trainings planned for the reporting period were canceled due to COVID-19, at which 

time energies were refocused on virtual options for the future.  Trainings that did occur before the 

pandemic include:  
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¶ January 13, 2020:  Multi-Tiered Systems of Support – Behavioral (MTSS-B) Littleton Lunch and 

Learn  

¶ January 22, 2020:  Pleasure Unwoven movie screening and Panel Discussion in Gorham  

¶ January 23, 2020:  The Healers' Forum       

¶ February 5-7, 2020:  Ethical Considerations for Recovery Coaches 

The Region 7 IDN team also developed and recorded an on-demand Mental Health Awareness module 

which was posted on the NCHC YouTube Channel in March 2020 and is available for all partners to share 

with their non-direct staff.  This approach mitigated the challenge partners were experiencing related to 

the length of the in-person training and lack of staff time to allow for participation.  Partners were 

instantly receptive to this approach and worked to disseminate to their staff and governance bodies 

during the reporting period.  

The Wellness and Recovery Model (WARM) staff worked diligently to develop an online version of the 

planned Recovery Coach Academy training series.  This required focused efforts to obtain approval from 

the Connecticut Community for Addiction Recovery (CCAR) to offer the series virtually instead of in 

person.  The virtual series was developed in the latter half of the reporting period and was approved by 

CCAR in early June with a launch date scheduled for August 10, 2020.  The Region 7 IDN will continue 

collaborating with IDN partners to provide updates on available trainings using Basecamp, Facebook, 

and the Region 7 IDN website as they become available. 

Addressing gaps in care 

Region 7 IDN partners have continued to address gaps in behavioral health care throughout this 

reporting period.  The COVID-19 pandemic has had different impacts on providers and patients 

throughout the region, serving as a sort of catalyst to close gaps which became magnified and required 

enhancement of specific community supports like food shelters, affordable housing inventory, childcare, 

and access to broadband internet services. The pandemic has forced care into virtual spaces, and some 

providers have seen a decrease in rates for no-shows and cancellations because patients are able to stay 

home for a virtual visit, which eliminates the barriers of bad weather, lack of transportation and the 

need for childcare. Conversely, some patients have experienced exceptional difficulty connecting to 

virtual visits due to lack of access to technology and reliable internet connections.  These challenges 

have led to collaborating on creative solutions to lessen the burden for clients and leveraging the 

network to ensure that patients are appropriately connected to resources.  

As identified in the Region 7 IDN Project Plan, parents, and guardians of children with severe mental 

illness face many obstacles to get needed services and supports in schools and childcare organizations.  

Partners in Region 7 IDN have worked to provide more education for parents, guardians, and employees 

at schools and children-focused organizations; focusing on serious emotional disorders, including early 

signs, treatment options, reducing stigma, and who to contact for help or more information. 

Ammonoosuc Community Health Services (ACHS) has been a key partner in addressing this challenge 

throughout the demonstration project.  They have helped integrate mental health clinicians into schools 

across the region to provide support for children suffering with mental illness. 

With a disruption to schools under the COVID pandemic, ACHS has been able to move visits to their 

telehealth model, using phone and computer-based visiting for students.  However, they do report there 

has been some difficulty reaching students who lack the necessary devices and internet connections at 

home.  To combat these issues, the school-based social worker has been able to do some home-based 

visits outdoors with some younger school clients as the weather improved in the spring.  Despite only 

having been hired for the months of the school year, ACHS’ social worker has agreed to continue this 
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structure 1-2 days per week in the summer months to keep students engaged.  ACHS plans to monitor 

school reopening plans as that work gets underway through the summer and offer perspective and 

input when they can.  Feedback from special education professionals indicates that the schools are 

trying to do something with more in person sessions starting in the fall.  ACHS staff will continue working 

with students to provide necessary services and referrals to treatment.  

North Country Health Consortium’s (NCHC) staff on the Ways 2 Wellness CONNECT (W2W) program 

used this reporting period to draft a framework for potential CHW interventions for a broader patient 

population, potential outcomes for both patient and provider that result from CHW intervention, and 

potential metrics that could be used to track the program’s efficacy. Prior grants for the W2W team 

limited their scope to working with adults 55 and older with poorly managed chronic disease who were 

residents of Coös or Northern Grafton Counties.  The goal was to consider CHW interventions not only in 

the current focus population of the region’s sickest and oldest patients, but also working upstream in 

the chronic disease processes to the new-onset and at-risk populations.  A proposal for a menu of direct 

service, technical assistance and workforce development activities with expanded scope and a new 

reach into Carroll County was presented to and approved by the Steering Committee in June.  The W2W 

team is hopeful that a secondary effect of this work is the development of further use cases to support 

the credentialing of CHWs in the state and development of reimbursement models that will pay for this 

non-clinical enhance care coordination mode. This will surely have a direct impact on addressing gaps in 

care that still exist throughout the region.  

Opioid Crisis Response 

Region 7 IDN partners have worked diligently to support the recovery community during this reporting 

period.  The Peer Recovery Coach Network continues to be developed with access to essential trainings 

that advance the workforce to Certified Recovery Support Worker status. 

In response to COVID-19, NCHC’s Wellness and Recovery Model (WARM) staff were forced to transfer 

the planned Recovery Coach Academy training series to a virtual setting, working over much of the 

reporting period to develop a virtual program that would be approved by the Connecticut Community 

for Addiction Recovery (CCAR). The new online interactive series was approved in June and is scheduled 

to take place later this summer.  WARM staff dedicated time during the reporting period to engaging 

police departments around the region on the expansion of the Recovery Friendly Policing model 

adopted by the Littleton Police Department.  They also continued outreach to local businesses with the 

intent of continuing to expand the Recovery Friendly Workplaces initiative. 

Weeks Medical Center’s North Country Recovery Center (NCRC) opened a new location in Littleton at 

the start of the reporting period.  NCRC previously held a contract to provide staffing and services at the 

Doorway at LRH, but that ended on December 31, 2019. 

Region 7 IDN Recovery Community Organizations (RCOs) have been working to respond to the crisis 

collaboratively with social service agencies and clinical partners to ensure all needs related to social 

determinants of health are met for their clients.  The pandemic has created a unique burden on the 

recovery community, which leans heavily on support group models to help their clients remain in 

recovery.  An inability to gather in the commonly small center spaces and forced isolation have made 

recovery maintenance challenging.  The RCOs are working to provide as much support virtually and in-

person to their clients as possible while adhering to social distancing guidelines.  Multiple recovery 

groups were forced to be canceled due to COVID-19 restrictions and virtual options have been put in 

place, however many clients are not as receptive to the virtual settings.  RCO partners shared that 

recovery requires connections which are difficult to make and sustain through the use of virtual 
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platforms necessitated during this crisis.  The RCOs have worked diligently this reporting period to 

strengthen their relationships with the region’s Doorway sites and other MAT providers in order to 

make referral processes easier for their clients.  The region’s partners are committed to continue their 

work together to provide access to virtual trainings, resources and treatment services as the pandemic 

continues. 

Budget 

Please provide a budget of actual expenditures and projected costs to complement narrative. 
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Project A1: Behavioral Health Workforce Capacity Development 

Narrative 

Each IDN was required to complete an IDN level Workforce Capacity Development Implementation Plan, 

inclusive of the workforce needed to complete projects A1, A2, B1 and the IDN selected Projects C, D, and 

E. 

Provide a detailed narrative to reflect progress made/activity toward recruitment, retention, hiring and 

training during this reporting period. 

Include in your narrative detail of Key Organizations and Providers that have been off boarded as well as 

new partners/affiliated organizations and the effective date of the change. 

Network Membership  

During the reporting period of January 1 through June 30, 2020, no partners have left or joined the 

network, keeping the total number of partners in the Region 7 IDN to thirty-nine (39).  The information 

below speaks to the progress that Region 7 IDN has made on the A1 project “IDN-Level Workforce 

Capacity Development” during this reporting period. 

Statewide Workforce Capacity Development Collaboration  

Workforce Taskforce  

During the reporting period, the Region 7 IDN lead agency continued to facilitate meetings of the 

Statewide Training & Education Workgroup.  The group met in the beginning of the reporting period to 

discuss the remaining duties of the subcommittee.  Members acknowledged that the regions have done 

substantial work building and implementing training plans, educational opportunities, and workforce 

recruitment and retention strategies throughout the demonstration.  The decision was made to bring 

the work of this group to a close and continue future discussions at the Workforce Taskforce level. 

Retention of Licensed Mental Health Professionals 

The retention of Licensed Mental Health professionals has remained a significant challenge during the 

reporting period.  Northern Human Services (NHS), in particular, continues to give voice to this challenge 

in their role as a Community Mental Health Center (CMHC).  CMHCs are valued as organizations in which 

newly graduated professionals can gain practical experience and be supervised and mentored by more 

seasoned professionals, but current low reimbursement rates for CMHCs make it difficult for these 

agencies to offer competitive wages.  As a result, it is common to experience high turnover as less 

seasoned professionals seek out higher salaries when their supervision periods are over, and the salaries 

are not competitive enough to attract experienced professionals.  Northern Human Services continues 

to advocate for CMHCs to receive Federally Qualified status, which will allow them to receive higher 

reimbursement rates and in turn offer more competitive salaries to staff as a retention strategy.  As the 

region continues to discuss sustainability of IDN projects in the last year, recruitment and retention 

remains a high priority for all partners. 

Mental Health First Aid  

As noted in prior reporting periods, Region 7 IDN partners continue to struggle with training non-direct 

staff in Mental Health First Aid due the 8-hour time commitment asked of the curriculum.  As an 

alternative, the Region 7 IDN team developed and recorded an on-demand Mental Health Awareness 

module.  This module is designed to help non-direct staff improve their cultural sensitivity towards 
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individuals with mental health needs, and improve the likelihood that they will use best practices when 

responding to individuals they encounter who may be struggling with behavioral health needs.  The 

video was posted on the NCHC YouTube Channel in March 2020 and was distributed to all Region 7 IDN 

partners via the region’s Basecamp site.  The video is also available to partners in MP4 format for those 

organizations who would like to embed the program in online learning platforms used for providing and 

tracking staff education. 

The Region 7 IDN team encouraged partners to broadly share this module with their staff as a way to 

raise awareness of and decrease stigma related to mental health needs in the community.  The Region 7 

IDN team also provided templates for tracking employee participation in this training which partners can 

use if they do not embed the module in an online learning platform. 

As of September 2020, the webinar had been viewed 89 times on the NCHC YouTube Channel.  Please 

note that this is the number of times the video has been viewed, not the number of people who have 

viewed the video.    Partner organizations had the option to arrange for staff to view the training in 

group settings.  Partners were provided with templates for tracking the number of staff members who 

completed the training, and to date no attestation forms have been submitted. The IDN7 team will work 

to capture this information from partner organizations in the upcoming reporting period using the 

templates below. 

 

COVID Impact on Community Mental Health Centers 

In March, NHS followed many other healthcare providers in moving their staff to remote services and 

strategically furloughing or laying off staff members so those individuals could avail themselves of 

employment security options created under various executive orders.  What followed were a series of 

concerning financial impacts that appear to have been unique to the agency because it is a CMHC. 

NHS employs more than 500 individuals in order to staff the six (6) office locations placed around their 

region, which accounts for almost half of the state’s geography and includes all of Coös, Carroll and the 

northern half of Grafton Counties.  NHS’ workforce was, therefore, large enough to make this CMHC 
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ineligible for relief under the Payroll Protection Program.  This partner has continued to investigate 

other relief programs but appears to be one of several businesses who do not meet criteria written into 

both the healthcare provider and non-profit funding relief packages.  It appears that several of the 

federal relief programs were written without the necessary detail to provide relief to agencies other 

than hospitals, Federally Qualified Healthcare Centers and Rural Health Clinics.  Region 7 IDN partner 

White Mountain Community Health Center has experienced similar challenges in accessing federal relief 

and loan programs because it holds FQHC Look-alike status, so does not qualify for the relief offered to 

FQHCs. 

NHS was further challenged by the need to purchase over $100,000 in technology equipment to 

maintain the provision of services by staff working from home.  While NHS has delivered some 

telehealth services for a number of years, the Governor’s expansion of professions and modes that 

qualified as reimbursable under COVID-related executive orders opened the door for many more 

clinicians to engage their clientele remotely, but only after they had been provisioned with equipment 

to do so.  To date, NHS is continuing to seek funding sources that will offset this expense but have not 

yet been successful to that end. 

While the expansion of telehealth allowed for services and support to be continued during the 

pandemic, the nature of this service delivery mode has not provided reimbursement equal to that 

previously experienced when the agency offered primarily in-person visits. 

¶ NHS reports that on their Mental Health service line, they are billing for shorter visits with 

clients because it is harder to get individuals with mental illness to stay on the line and actively 

engaged in a telephone or video-based appointment than it is when the client is in person.  

Providers have pivoted to booking more frequent appointments of shorter duration to ensure 

care continues to be clinically appropriate, but the cumulative payments for these visits is less 

than the cumulative payments for longer and less frequent in-person visits. 

¶ On the Developmental Disability (DD) side of NHS services, many of the staff members are 

Community Integrators whose time is only reimbursed when they are working with their clients 

in the community.  Because many of the DD clients also have physical conditions that place 

them in the COVID high-risk population, these clients have been advised to stay at home as 

much as possible.  As a result, many of the Community Integrators were furloughed during the 

COVID pandemic, resulting in decreased income for this partner. 

¶ On the Mental Health side, Functional Support Service (FSS) workers have continued to provide 

support to their clients by picking up groceries, prescriptions and running other errands – tasks 

that they would normally assist their clients in completing.  Because no clinical intervention is 

being provided and instead the FSS workers are doing the errands on behalf of the client, 

however, some of their work time was no longer billable and reimbursable.  The time spent on 

these activities is not scheduled or documented in the same way as FSS.  The activities are not 

scheduled as an appointment against which trackable FFS notes (billable time) are generated 

but are instead documented in a contact note (non-billable time).  Some FSS was provided by 

phone and workers did provide FSS for Assertive Community Treatment clients in the 

community.  In this rural region, though, public transportation and delivery services are close to 

non-existent.  For medically compromised clients, FSS workers are providing shopping and 

delivery services because they don’t want to be part of putting their clients at risk by bringing 

them to the stores.  NHS feels this is essential and will continue to provide these services when 

needed, regardless of funding, because this partner feels a commitment to making sure their 

clients can get supplies like food and medications.  During the public health emergency, the 

Maintenance of Effort (MOE) requirement was lifted by Managed Care Organizations (MCOs), so 



NH DHHS DSRIP Implementation IDN Process Measures Reporting Guide 15 
 

NHS’ revenue stream for services provided to MCO members has not been affected.  This was 

the case during the period of active Stay-At-Home orders and continued from March through 

the end of the reporting period.  This partner has concerns regarding a reinstatement of MOE 

during the COVID-19 pandemic when the community-based FSS activities that can be carried out 

are limited.   

¶ NHS also noted that they have valued the work of front office staff members who have 

continued to be present in the office to address foot traffic and serve that small portion of their 

client population that is truly unable to engage in treatments virtually.  These staff members are 

also tasked with assisting in sanitation processes in the office and have the highest risk of 

exposure because they are physically present in the office, rather than working virtually.  

Despite this increased risk of exposure and engagement in infection prevention activities, they 

are not classified as workers in elevated risk positions, so have not been eligible for incentive 

bonuses set forth under various executive orders.  At the same time, staff members who are 

isolating at and working from home are receiving these bonuses because they fall in the 

categories of essential healthcare providers. 

¶ While it is the case that during COVID the funding for Medicaid eligible MCO recipients was not 

impacted by the utilization variances, with time being reimbursable using video and 

audio/phone supports, not all clients of NHS were enrolled in an MCO and therefore the 

capitated rates were not in play for this portion of the client population.  As noted above, 

despite provider relief and other funds being available in NH for providers to apply for to 

support these efforts, NHS has not qualified for these funds and is also not hopeful that FEMA 

relief money will offset the losses experienced during the COVID pandemic. During the review 

period, NHS was able to receive some funding to offset the costs incurred to alter operations 

during the COVID-19 pandemic, and continues to advocate for the continued suspension of MOE 

requirements during the public health emergency. 

Investment in Education for Integrated Healthcare Professions  

Health Career Catalog  

Region 7 IDN team members used the reporting period to assist Southern and Northern NH AHEC staff 

in the distribution of the 5th Edition AHEC Health Career Catalog, which was published at the end of the 

last reporting period.  The team believes this new edition provides a clearer picture of the pathways 

available for individuals to pursue a health career.  The catalog is a valuable recruitment tool for the 

region and is often used to promote healthcare career ladders for high school students, college 

students, and those looking to change professions. 

Live, Learn, Play in Northern NH  

During this period, there were two Live Learn, Play in Northern NH behavioral health students 

completing rotations and community service projects within Region 7 IDN:  

¶ A University of New Hampshire student in the MS Department of Social Work completed a 

clinical rotation at White Mountain Mental Health/Northern Human Services.  Their required 

community project involved developing activities for clinicians to use when working remotely 

with clients.  

¶ A Plymouth State University student in the MS Clinical Mental Health Counseling program also 

completed a clinical rotation at White Mountain Mental Health/Northern Human Services.  Their 

required community project focused on methods to combat compassion fatigue.  
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Multiple partners, including Ammonoosuc Community Health Services, Huggins Hospital, Indian Stream 

Health Center, Memorial Hospital, Northern Human Services, White Mountain Community Health 

Center (WMCHC) and White Horse Recovery (WHR) continue to hold space for behavioral health 

students to complete rotations as needed. 

Ongoing Care Coordinator Skills Development  

The Region 7 IDN Regional Care Coordinator Network (RCCN) continued to serve as a vehicle for the 

support and skills strengthening of the Care Coordinators and Care Advocates in the region.  The 

development of the RCCN has provided care advocates across the region with a peer cohort that serves 

as an asset for collegial communication, support, and access to resources to further enhance care 

coordination within the region. 

This cohort convened on January 8, 2020 via Zoom to review ongoing continuing education 

opportunities and share challenges and trends in care coordination.  When the COVID-19 public health 

emergency was declared future meetings were canceled due to limited availability of members to 

attend these sessions.  The regional care coordinators are essential healthcare workers that were 

utilized to cover many roles required for pandemic management within their home organizations.  By 

their own report, they lacked the bandwidth necessary for collaboration, education, or professional 

development related to care coordination until May.   

The RCCN spent time during the reporting period discussing the challenges of case management 

activities versus the type of enhanced care coordination services promoted under the IDN.  There is a 

general consensus that care coordination staff have limited bandwidth for focusing on enhanced care 

coordination activities because they are typically tasked in the primary care setting with activities that 

have an attached revenue stream.  Medicare Annual Wellness Visits, Transitional Care Management, 

Chronic Care Management, and chronic disease education are several key activities for which there are 

sustainable reimbursement models that adequately offset labor expenses.  These activities are 

prioritized over other activities that have less clear or dependable sustainability models.  The statewide 

Billing and Coding taskforce had been working on sustainable funding mechanisms to support the 

delivery of enhanced care coordination, but those efforts were suspended at the beginning of the 

reporting period.  Care Coordinators feel that, until a sustainable funding mechanism for enhanced care 

coordination activities for the Medicaid population has been clearly defined and communicated to their 

organizations, these activities will continue to be pre-empted prioritized below activities that have 

clearer and more easily accessed reimbursement mechanisms.  Most care coordinators are also nurses, 

and those nurses report that they are frequently called upon to cover staffing shortages in their 

practices.  At a moment’s notice, they can be redirected to devote their workdays to rooming patients 

and staffing telephone triage and prescription lines.   

The group met again in June via Zoom with limited attendance.  Those present provided an update on 

what they were experiencing in their departments/organizations and what the IDN can do to help and 

how to move this regional team forward.  The care coordinators feel that it is too overwhelming right 

now to consider professional development and there is not enough care coordination actually 

happening to “network” about.  Care coordinators reported during this time that they believe their 

leadership teams are philosophically supportive of building large ambulatory case management and care 

coordination teams but are fiscally challenged to realize that goal.  The emergence of the COVID 

pandemic has further complicated the issue, as staff members have been retasked to COVID activities 

and healthcare organizations have experienced financial downturns. 
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Community Health Workers  
North Country Health Consortium’s Ways2Wellness (W2W) staff dedicated much of the reporting period 

to participating in the statewide Community Health Worker Coalition activities, serving as key 

participants in multiple initiatives.  The W2W team spent the early portion of the reporting period 

preparing to deploy another session of their redesigned Community Health Worker (CHW) training but 

had to pivot at the onset of the pandemic to deliver this new curriculum in a virtual setting. The series 

scheduled to take place in March was suspended as the new delivery mechanism was developed.  

The W2W team also participated this period in the creation of a new CHW ECHO series in collaboration 

with the Project ECHO team at Dartmouth.  The series is titled The Roles of Community Health Workers 

and Support Specialists: The Path Forward and is scheduled to launch on July 14, 2020.  This program is 

an interactive, web-based learning and mentoring program to improve CHW skills and knowledge.  In 

this online learning opportunity, subject matter experts and CHWs discuss how to address common 

challenges related to social determinants of health with a special emphasis on creative solutions in rural 

environments.  Participants learn from short didactic presentations by subject matter experts and 

discuss de-identified cases, share experiences, and learn in an all teach, all learn model.  Two NCHC 

CHWs participated in the panel portion of this series to add North Country perspective to the event.  

During the ECHO planning process, the pandemic emerged.  The planning team opted to pivot and revise 

the plan so that they could release a 6-week COVID-focused program to help get resources out to CHWs 

struggling to help clients during the pandemic 

Peer Recovery Workforce   

The peer recovery workforce and recovery community organizations faced many new challenges during 

this reporting period.  North Country Health Consortium’s Wellness and Recovery Model (WARM) team 

was forced to pivot their newly developed Recovery Coach Academy training series to an online format.  

This resulted in the cancelation of multiple in-person trainings and a redirection of efforts towards 

obtaining approval from the Connecticut Community for Addiction Recovery (CCAR) to offer a virtual 

series instead.  The virtual series was development during the slower volume months of the pandemic 

and in early July the WARM team received approval for virtual delivery.  They have scheduled the launch 

of the series for later this summer.  In the earlier months of the reporting period, several trainings and 

events were offered to continue strengthening the recovery workforce and improve community 

awareness: 

¶ January 9, 2020 – North Woods Action Committee Meeting 

¶ January 13, 2020 – Multi-Tiered Systems of Support-Behavioral (MTSS-B) Littleton Lunch and 

Learn 

¶ January 22, 2020 – Pleasure Unwoven movie screening and Panel Discussion in Gorham 

¶ January 23, 2020 – The Healers' Forum  

¶ February 5-7, 2020 – Ethical Considerations for Recovery Coaches 

¶ February 13, 2020 – North Woods Action Committee (NWAC) Meeting 

¶ March 2, 2020 – NH WORKS/WARM Meeting 

¶ March 4, 2020 – Stand Up Androscoggin Valley (SUAV) Meeting 

During the reporting period, NCHC worked to develop and implement their new AskPETRA program, 

funded through a grant from the Health Resources and Services Administration.  The W2W and WARM 

staff were instrumental in the development of this initiative because of their extensive knowledge of 

community resources and connections to local providers.  The goal of this initiative is to strengthen and 

expand Substance Use Disorder/Opioid Use Disorder (SUD/OUD) prevention, education, treatment, and 

recovery programming in the North Country.  AskPETRA is a free, non-clinical service which offers a 
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helpline and a website for SUD/OUD and recovery resources in Northern NH to connect residents to 

appropriate resources.  AskPETRA covers the Continuum of Care: Prevention, Education, Treatment, 

Recovery, Assistance (PETRA) and is for everyone including providers, residents, families and more.  

AskPETRA.org provides 24/7 connection to professional trainings, treatment and recovery information, 

an expansive directory for local and statewide resources, prevention programming and information for 

communities and schools. 

The AskPETRA and WARM program also continued efforts during this reporting period to strengthen 

relationships between the region’s recovery community organizations and clinical partners who had to 

focus their efforts on COVID-19 response.   Leveraging the W2W and WARM relationships, the AskPETRA 

team were able to stand up a second resource database that was COVID-centric instead of being 

specifically related to SUD resources. 

AskPETRA Advisory Group 

In June, the AskPETRA team began the process of convening an AskPETRA Substance/Opioid Use 

Disorder Advisory Group to provide guidance and support for the program.  Advisory Group members 

will assist AskPETRA staff with the identification and/or development of strategies and approaches that 

increase engagement for harm-reduction practices and early intervention; reduce factors that increase 

the potential for the onset of SUD/OUD; and support increased access to SUD treatment and recovery 

services. The group will also create opportunities to continually assess the needs of individuals, 

communities, providers, and service organizations in the region to and develop strategies that 

collectively meet the identified needs 

The kickoff meeting of the Advisory Group was held on June 25th, 2020 and focused on identifying 

regional needs and priorities.  The meetings are planned to recur bi-monthly to help members provide 

continuous expertise from their related fields, including clinical care, care coordination, behavioral 

health, marketing, data collection, evaluation, peer support services, community relations and 

education. The goal is to also facilitate the sharing of field experience and insight to help guide 

AskPETRA programming and activities.  Another major task of the Advisory group will be to support data 

attainment and other assessment activities to demonstrate effectiveness of programming. 

Staffing All Projects 

Provide the IDN’s projected and current number of full-time equivalent (FTE) staff related to the IDN HIT 
Infrastructure, IDN Integrated Healthcare, and the IDN selected community-driven projects.  This table 
should be the sum of all statewide and community-driven projects and also include any IDN administrative 
staff.  

Provider Type 

IDN Workforce (FTEs) 

Project(s) 

Projected 

Total 

Need 

By 

12/31/18 

Staffing 

on 

12/31/18 

Staffing on 

6/30/19 

Staffing on 

12/31/19 

Staffing on 

6/30/20 

Master Licensed Alcohol and 

Drug Counselors 
A1, B1, D3 16 14 17 18 16 

Licensed Mental Health 

Professionals 
A1, B1 23 9 49 45 41 

Peer Recovery Coaches A1, B1, D3 6 67 88 88 107 

Other Front-Line Provider A1, B1 1 52 42 39 41 

Behavioral health assistant 

(round 1 funds for baseline 

6/30/17) 

A1, B1 1 4 4 5 3 
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Provider Type 

IDN Workforce (FTEs) 

Project(s) 

Projected 

Total 

Need 

By 

12/31/18 

Staffing 

on 

12/31/18 

Staffing on 

6/30/19 

Staffing on 

12/31/19 

Staffing on 

6/30/20 

Behavioral health case 

managers (round 1 funds for 

baseline 6/30/17) 

A1, B1 5 7 49 51 45 

Care Advocate Supervisors A1, B1, E5 1 1 2 2 3 

Care Advocates A1, B1, E5 15 11 21 18 19 

Case Management A1, D3 2 15 67 66 69 

Community based clinician 

(round 1 funds for baseline 

6/30/17) 

A1, B1 1 1 1 1 1 

Community nurse coordinator 

(round 1 funds for baseline 

6/30/17) 

A1, B1 1 1 1 1 1 

Community Health Workers A1, B1, D3, E5 4 13 18 19 17 

CTI Supervisors A1, B1, C1 3 3 5 4 3 

CTI Workers A1, B1, C1 15 37 37 36 40 

Data Specialists for IDN partners 

A1, B1 Up to 3 3 

9.4 FTE + 3 

contracted 

data 

aggregators 

8.65 FTE + 3 

contracted 

data 

aggregators 

8.65 + 3 

contracted 

data 

aggregators 

HIT Integration Coach A1, A2, B1 1 1 1 1 0 

IDN Data Specialist (NCHC) A1, B1 1 1 1 1 1 

IDN QI Coach A1, B1 1 2 2 1 1 

LICSW (round 1 funds for 

baseline 6/30/17) 
A1, B1 3 4 13 10.5 17 

Physician assistant (round 1 

funds for baseline 6/30/17) 
A1, B1 1 3 17 18 14 

Psych Nurse Practitioners 

(round 1 funds) 
A1, B1, D3 3 7 11 11 10.5 

Several staffing categories reflect a decrease in FTE during the reporting period, primarily due to 

furloughs and temporarily layoffs that occurred as a result of the COVID-19 pandemic.  In most cases, 

however, the staffing levels continue to exceed the regional need identified at the start of the 

demonstration with one exception.  The region has experienced the reduction of a Health Information 

Technology (HIT) Integration Coach, which was an infrastructure position maintained by the lead agency 

and focused on assisting partner organizations with their adoption of HIT infrastructure that aids 

integration efforts.  This position was eliminated because the remaining workload for the HIT Integration 

Coach was steadily decreasing as partners signaled that they had reached their capacity limits for further 

HIT implementation, particularly in the context of their own staffing shortages during the pandemic.  

The determination was made that the remaining workload of this position could be absorbed by the IDN 

Data Specialist and the IDN Program Manager for the remainder of the demonstration.  In this way, the 

functionality of the position remains intact while decreasing staffing costs for the region. 

Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support 
the workforce capacity development implementation plan which must include financial reporting on 
actual spending to recruit, hire, train, and retain the workforce. 
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At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 

funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 

As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  

¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  

The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 
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of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals. 

IDN-level Workforce: Table of Key Organizational and Provider Participants 

Use the format below to provide an updated list of key organizations and providers participating in the 
IDN to support workforce development within the reporting period.  Include and note workforce related 
to the IDN HIT Infrastructure, IDN Integrated Healthcare, and the IDN selected community projects.   

After a request from the Department of Health and Human Services to review and reconcile the A1 and 

A2 Key Organizational and Provider Participants tables, the IDN7 team has provided a current list of all 

partners that employ the professions being captured in the “Staffing All Projects” table above. The team 

has also labeled partners listed in both A1 and A2 accordingly. 

The following partners have been removed from this table because they do not employ the professions 

Region 7 is capturing. 

Affordable Housing Educations and Development, Androscoggin Valley Home Care Services, Carroll 

County Coalitions for Public Health, Central New Hampshire Visiting Nurse Association & Hospice, 

Grafton County DOC, Granite State Independent Living, National Alliance on Mental Illness, North 

Country Healthcare, ServiceLink Resource Center of Carroll County and Grafton County. 

Organization Name Organization Type 

Associated with 

IDN Projects (A1, 

A2, B1, C, D, E) 

Ammonoosuc Community Health Services Federally Qualified Health Center (FQHC) A1, A2, B1, D3, E5 

Androscoggin Valley Hospital Hospital Facility A1, A2 

Carroll County Department of Corrections County Corrections Facility A1, A2, C1 

Children Unlimited Community-based Organization providing social 

and support services 

A1, A2 

Coös County Department of Corrections County Corrections Facility A1, A2, D3 

Coös County Family Health Services Federally Qualified Health Center (FQHC) A1, A2, B1, D3, E5 

Cottage Hospital Hospital Facility A1, A2 

Crotched Mountain Foundation Hospital Facility; Community-based organization 

providing social and support services 

A1, A2 

Family Resource Center, Gorham Community-based Organization providing social 

and support services 

A1, A2, C1 

Grafton County Nursing Home Skilled nursing A1, A2 

Hope for NH Recovery Peer Recovery A1, A2, D3 

Huggins Hospital Primary Care Practice; Hospital Facility A1, A2, B1, D3, E5 

Indian Stream Health Center Federally Qualified Health Center (FQHC); 

Substance Use Disorder; Non-CMHC Mental Health 

Provider; Community-based Organization 

providing social and support services 

A1, A2, B1, E5 

Life Coping, Inc. Community-based A1, A2 

Littleton Regional Healthcare Hospital Facility; Rural Health Clinic A1, A2, B1 

Memorial Hospital Hospital Facility A1, A2, B1, D3, E5 

Mount Washington Valley Supports Recovery Peer Recovery, Transitional Housing A1, A2, D3 

North Country Health Consortium (NCHC), 

NCHC Clinical Services & Friendship House 

Substance Use Disorder Treatment (After 

10/01/2017), Community-based Organization 

providing social and support services 

A1, A2, B1, D3, E5 

North Country Serenity Center Peer Recovery A1, A2, D3 

Northern Human Services Substance Use Disorder Provider; Community 

Mental Health Center (CMHC); Community-Based 

Organization Providing Social and Support Services 

A1, A2, B1, D3, E5 
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Organization Name Organization Type 

Associated with 

IDN Projects (A1, 

A2, B1, C, D, E) 

Rowe Health Center Rural Health Clinic (under cottage hospital) A1, A2, B1 

Saco River Medical Group Rural Health Clinic A1, A2, B1 

Tri-County Community Action Program Community-Based Organization A1, A2, C1 

Upper Connecticut Valley Hospital Hospital Facility A1, A2 

Visiting Nurse Home Care & Hospice Skilled nursing, home health, homemaker A1, A2 

White Horse Addiction Center Substance Use Disorder Provider, Therapy for co-

occurring disorders (mental health and substance 

use disorders); Recovery Resources, Advocacy and 

Support. 

A1, A2, B1, D3 

White Mountain Community Health Center Non-FQHC Community Health Partner A1, A2, B1, D3, E5 

Weeks Medical Center Primary Care Practice; Hospital Facility; Rural 

Health Clinic 

A1, A2, B1, D3, E5 
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Project A2: IDN Health Information Technology (HIT) to Support 
Integration 

Narrative 

Provide a detailed narrative which lists every participating provider at the practice site level and the 
progress made/activity during the reporting period. 

Network Membership 

During the reporting period of January 1 through June 30, 2020, no partners have left or joined the 

network.  The information below speaks to the progress that Region 7 IDN has made on the A2 project 

“IDN Health Information Technology (HIT) to Support Integration” during this reporting period. 

Key organizational and provider participants 

This table represents only the subset of partners who are participating in the A2:  IDN Health Information 

Technology (HIT) to Support Integration project.  It is therefore a subset of the partners listed in the 

larger group represented in the IDN-level Workforce: Table of Key Organizational and Provider 

Participants presented in the A1:  Behavioral Health Workforce Capacity Development section of this 

report. 

Organization Name Organization Type 

Ammonoosuc Community Health Services Federally Qualified Health Center (FQHC) 

Androscoggin Valley Hospital Hospital Facility 

Carroll County Department of Corrections County Corrections Facility 

Children Unlimited 
Community-based Organization providing social and support 

services 

Coös County Department of Corrections County Corrections Facility 

Coös County Family Health Services Federally Qualified Health Center (FQHC) 

Cottage Hospital Hospital Facility 

Crotched Mountain Foundation 
Hospital Facility; Community-based organization providing 

social and support services 

Family Resource Center, Gorham 
Community-based Organization providing social and support 

services 

Grafton County Nursing Home Skilled nursing 

Hope for NH Recovery Peer Recovery 

Huggins Hospital Primary Care Practice; Hospital Facility 

Indian Stream Health Center 

Federally Qualified Health Center (FQHC); Substance Use 

Disorder; Non-CMHC Mental Health Provider; Community-

based Organization providing social and support services 

Life Coping, Inc. Community-based 

Littleton Regional Healthcare Hospital Facility; Rural Health Clinic 

Memorial Hospital Hospital Facility 

Mount Washington Valley Supports Recovery Peer Recovery, Transitional Housing 

North Country Health Consortium (NCHC), NCHC Clinical 

Services & Friendship House 

Substance Use Disorder Treatment (After 10/01/2017), 

Community-based Organization providing social and support 

services 

North Country Serenity Center Peer Recovery 

Northern Human Services 

Substance Use Disorder Provider; Community Mental Health 

Center (CMHC); Community-Based Organization Providing 

Social and Support Services 

Rowe Health Center Rural Health Clinic (under Cottage Hospital) 

Saco River Medical Group Rural Health Clinic 
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Organization Name Organization Type 

Tri-County Community Action Program Community-Based Organization 

Upper Connecticut Valley Hospital Hospital Facility 

Visiting Nurse Home Care & Hospice Skilled nursing, home health, homemaker 

White Horse Addiction Center 

Substance Use Disorder Provider, Therapy for co-occurring 

disorders (mental health and substance use disorders); 

Recovery Resources, Advocacy and Support. 

White Mountain Community Health Center Non-FQHC Community Health Partner 

Weeks Medical Center Primary Care Practice; Hospital Facility; Rural Health Clinic 

Performance Metric Reporting 

This table represents only the subset of partners who have a reporting responsibility under the statewide 

outcome measures.   If a partner is on the key organizational list but not represented here, they were not 

part of the measure collection effort because the measures specifications did not apply to them. 

Provider 

Reporting Status by Reporting Period 

Period 1 Period 2 

Historical 

File 

Submissio

n 10/15 

Period 3 Period 4 Period 5 Period 6 

Ammonoosuc 

Community Health 

Services 

Complete Complete Complete Complete Complete Complete Complete 

Androscoggin Valley 

Hospital 

*  *  *  *  Did not 

report 

*  *  

Coös County Family 

Health Services 

Did not report 

(held data 

back because 

of 42 CFR Part 

2 concerns) 

Complete Complete Complete Complete Complete Complete 

Cottage 

Hospital/Rowe Health 

Center 

Did not report Partial Complete Complete Complete Complete Complete 

Friendship House Did Not Report Did Not 

Report 

No patients 

in sample 

Complete N/A Complete Complete 

Huggins Hospital Partial Partial Did Not 

Report 

Complete Complete Complete Complete 

Indian Stream Health 

Center 

Complete Complete Complete Complete Did not 

report 

Did Not 

Report 

Did Not 

Report 

Littleton Regional 

Healthcare 

*  *  *  *  Did not 

report 

Complete Complete 

North Country 

Healthcare 

Did Not Report Did Not 

Report 

Did Not 

Report 

Partial Partial Partial Complete 

Northern Human 

Services 

Did Not Report Complete Complete Complete Complete Complete Complete 

Memorial Hospital Partial Did Not 

Report 

Did Not 

Report 

Complete Complete Complete Complete 

Saco River Medical 

Group 

Did Not Report Complete Complete Complete Partial Complete Partial 

Upper Connecticut 

Valley Hospital 

*  *  *  *  *  *  *  

Weeks Medical Center *  *  *  *  *  *  *  

White Horse 

Addiction Center  

Did Not Report Did Not 

Report 

No patients 

in sample 

Complete N/A Complete Complete 
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Provider 

Reporting Status by Reporting Period 

Period 1 Period 2 

Historical 

File 

Submissio

n 10/15 

Period 3 Period 4 Period 5 Period 6 

White Mountain 

Community Health 

Center 

Complete Complete Complete Complete Complete Complete Complete 

*These partners reporting under the North Country Healthcare (NCH affiliation).   LRH was part of the 

affiliation until 2Q 2019, at which point they began reporting directly to the IDN. 

The period covered in this report was a time of great difficulty for IDN 7 partners and the effects of 

these challenges were felt keenly in the area of HIT/Data work.   With the arrival of the COVID-19 

pandemic and its distorting effect on the region’s systems, many projects that were planned for this 

time period were de-prioritized.  As the elements focused on in the A2 plan are supporting elements for 

coordinated care and integrated care designation, our narrative focuses only on those partners who are 

moving towards coordinated care or integrated care designations. 

Partner Specific Updates 

¶ Ammonoosuc Community Health Services (ACHS):  ACHS engaged fully in all reporting activities 

during the reporting period, reporting fully on all six month measures required in February 2020 and 

on the supplementary reporting for 2018 CARE.03 measures requested by the state in March.  We 

project that they will report fully on the full year measures for 2019 due to MAeHC in July 2020.   For 

Collective Medical PreManage, ACHS has been a strong utilizer of both the shared care plan and 

event notification features.  However, staffing shortfalls threaten the continued use of this 

technology. 

¶ Coös County Family Health Services (CCFHS):  CCFHS reported fully in the 6th reporting period due to 

MAeHC in February and in the supplementary reporting requested in March.  They project to report 

fully on the measures due in July.   CCFHS continues to utilize PreManage’s event notification 

feature as part of their workflow. 

¶ Cottage Hospital:   Cottage Hospital/Rowe Health Center successfully reported in the 6th reporting 

period in February.   They were not included in the sample file for the supplementary reporting 

period in March.  They project to report on the full year measures for 2019, due in July.  In an 

exciting development, Cottage began sending their ADT feed to PreManage to help power the event 

notification system, bringing the total number of contributing IDN 7 hospitals to 5.  Right now, 

Cottage is projecting that they will begin to use the PreManage system themselves in the next six 

months. 

¶ Friendship House:  Friendship House reported successfully in the 6th reporting period.  They were not 

included on the sample file requested in the supplementary reporting request in March and so they 

did not participate.   Friendship House currently does not use the PreManage system for either 

event notification or shared care planning.  Disruption due to COVID-19 caused Friendship House to 

curtail its residential program for a time resulting in a disruption to an exploration of a PreManage 

implementation that was due to get underway in the spring.  

¶ Huggins Hospital and Outpatient Clinics:  Huggins reported fully on six month measures due in 

February 2020 and on the supplementary reporting requested in March, however due to staffing 

shortfalls related to COVID-19 and challenges related to extracting complex measures from their 

health records system, it is anticipated they will be unable to report on the full year measures due in 

July.  Huggins continues to utilize PreManage’s shared care planning and event notification services.   

In addition, Huggins sends ADT messages to Collective Medical to power the event notification 
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services.  In addition to the disruptions due to COVID-19, Huggins began their transition to a new 

EHR in June, meaning that their bandwidth for other tech projects may be limited. 

¶ Indian Stream Health Center (ISHC):   Due to the departure of key staff in their quality and IT 

department, Indian Stream has not been able to fully report IDN Outcome Measures since February 

2019.  Though they missed the 6th reporting period deadline (due in February) and did not have a 

reporting ask in the supplementary reporting requested in March, they have re-engaged with new 

quality and IT resources, meaning that they project to be able to report on measures due in July.  

Issues with accessing their legacy EHR mean that any data prior to 01/01/2020 may be hard to 

access, but data from this date forward should be accessible for reporting.   ISHC is active in the 

PreManage system, but their ability to incorporate it into their workflow has been hampered by the 

same staffing disruptions that affected the reporting project.   Collective Medical is standing by to 

assist when they are at a place in their staffing to begin implementing at a larger level. 

¶ Littleton Regional Healthcare (LRH):   LRH was able to report successfully in the 6th reporting period.   

The COVID-19 pandemic affected LRH in a significant way, causing staffing reductions to the exact 

teams that were responsible for assisting with reporting.  This meant that when IDN 7 went to them 

with the supplementary reporting request in March and April, they responded that they had no 

capacity for even this targeted reporting lift.   Further requests have been met with similar 

statements.  As such, IDN 7 is projecting that they will not report on the full year measures for 2019 

due in July.  Prior to COVID-19 they were reviewing Collective Medical’s business associate’s 

agreement (BAA), the signature of which would have cleared the way for their ADT feeds to be 

linked to PreManage.  However staffing disruptions has also caused this to remain uncompleted and 

for LRH to be one of only two Region 7 IDN hospitals (Memorial being other) to not send ADT feeds 

to power PreManage’s event notification feature.   

¶ Memorial Hospital:  Memorial successfully reported in the 6th reporting period and the 

supplementary reporting project due in March.  They project to fully report on the full year 

measures due to MAeHC in July.   Despite repeated requests from the IDN, Memorial has not joined 

with other Region 7 hospitals in sending ADT to power the PreManage system and has not yet 

begun an implementation of PreManage in their own system. 

¶ Northern Human Services (NHS):   NHS reported fully in the 6th reporting period due to MAeHC in 

February and in the supplementary reporting requested in March.  They project to report fully on 

the measures due in July.   NHS is active within the CM system, mostly consuming event 

notifications.   

¶ North Country Healthcare (NCH):  NCH is comprised of Weeks Hospital, Androscoggin Valley Hospital 

and Upper Connecticut Valley Hospital.   Weeks Hospital, the only one of these three organizations 

with a primary care component, reported successfully on the six-month measures due in February 

2020.   All three hospitals reported successfully on the supplementary reporting requested in March 

for the CARE.03 measure.  Weeks Hospital projects to report on the full year measures for 2019.  

The three hospitals send ADT data to Collective Medical and Weeks Hospital uses data from 

PreManage as a part of their Emergency Department workflow.   As with other agencies, transition 

to telehealth has consumed resources that might otherwise have been deployed in pursuit of IDN 

projects, including an implementation of PreManage more widely within the organization. 

¶ Saco River Medical Group (SRMG):  SRMG is hampered by a health records system that struggles to 

meet the needs of IDN reporting.  A direct contract with MAeHC last year appeared to help with the 

creation of automated reports, but problems remain, specifically with data related to 

ASSESS_SCREEN.04.   Because of this, they were unable to report data on this measure in the 6th 

reporting period.  They were able to report on other measures and again in the supplementary 

reporting requested in March.  Their ability to report successfully in July is in some peril due to their 
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health records system, and staff from both IDN 7 and MAeHC are having frequent meetings with 

SRMG personnel to assist as much as possible.   SRMG has been interested in CM for some time 

now, but, as with WMCHC, their full utilization would be hampered by the non-participation of their 

closest hospital (Memorial), so they have not yet engaged. 

¶ White Horse Recovery (WHR, Previously White Horse Addiction Center):   WHR reported successfully 

in the 6th reporting period.   They were not included on the sample file in the supplementary data 

request in March and so did not participate.   Prior to COVID-19, WHR had begun discussions with 

CMT to utilize PreManage for event notifications and care planning.  The pandemic caused a 

disruption in these discussions as WHR focused on more immediate matters, however they have 

signaled their willingness to proceed now that they have aligned their services to the new paradigm.   

¶ White Mountain Community Health Center (WMCHC):  WMCHC has successfully reported in both 

the 6th reporting period due in February and the supplementary data reporting requested in March.  

They project to fully report in July.   WMCHC was an early adopter of the shared care plan on the 

community provider side.   They continue to maintain a presence, but the absence of their nearest 

hospital (Memorial) from the system is an impediment to their continued use. 

Evaluation Project Targets 

From the IDN HIT Implementation Plan, use the format below to identify the progress toward targets, or 

goals, that the plan has achieved.  

Performance Measure Name Target 

Progress Toward Target 

As of 

12/31/18 

As of 

6/30/19 

As of 

12/31/19 

As of 

06/30/20 

Participant sites with at least one staff member trained in 

use of PreManage Primary 
13 3 8 8 8 

Number of Participants Exchanging Information Via Shared 

Care Plan Tool 
13 3 8 8 8 

Hospitals Sending Event Notifications to PreManage ED 7 4 4 4 5 

Number of Participants Exchanging Information Via Direct 

Secure Messaging (By 2020) 
35 10 10 10 10 

Reporting Periods Successfully Completed (By 2020) 11 3 5 6 7 

Pilot Participants Using Population Health Tool (By 2020) 5 0 8 8 8 

Region 7 Patient Lives in PreManage Primary (By 2020) – 

includes any patient on the census upload  
19,601 15,273 57,998 30,024* 59353 

Participant HIT Projects Addressing 

Minimum/Desired/Optional Capabilities Funded and 

Completed (By 2020) 
5 

8 (22 

funded or 

provisional

ly funded) 

11 13 13 

*Due to a limitation in the January 2020 Collective Medical Report, Huggins Hospital patients were 
incorrectly excluded from this number.   This has been corrected in the report run for the first half of 2020 

As requested, the following table has been added to this section to aid in consideration of incentive 

payments based on partially met sections of this report.  The Region 7 IDN team populated the table as 

follows:  

¶ Event Notifications reflects partners actively receiving notifications in the Collective Medical (CM) 

network 

¶ Shared Care Plan reflects partners exchanging information on the CM network, including both in 

feeding and receiving data to populate the event notification service 

¶ Closed-Loop Referral reflects partners who meet the criteria for closed loop referral within the Core 

Competency Integrated Healthcare project.  The remaining partners are all implementing closed 
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loop referral workflows, but were not counted because their processes are either in draft or being 

tested with pilot locations 

¶ Data Reporting reflects partners who have submitted Statewide Outcome Reporting data to MAeHC 

¶ Data Sharing reflects partners who have data use agreements in place. 

¶ Care Coordination reflects those partners who meet the criteria for electronic sharing of some 

clinical data related to treatment, diagnosis, and care management within the Core Competency 

Integrated Healthcare project.  During this reporting period, the remaining partners reported using 

manual processes to share this information with other members of the patient/client care circle. 

Performance Measure Name 
# of 

Participating 
Practices  

Progress Toward Target 

As of 12/31/18 As of 6/30/19 As of 12/31/19 
As of 

6/30/2020 

Event Notification Services 13 3 7 7 7 

Shared Care Plan 13 3 10 10 10 

Closed Loop Referral 13 9 10 10 10 

Data Reporting 13 13 13 12 12 

Data Sharing 13 13 13 13 13 

Care Coordination 13 10 11 12 12 

Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support 
the IDN HIT project which must include financial reporting. 

 

At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 

funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 
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As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  

¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  

The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 

of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals.  
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Project B1: Integrated Healthcare 

Narrative 

Include a detailed narrative which lists every participating provider at the practice site level and the 

progress made during the reporting period toward the Integrated Care Practice Designation.  This should 

be a detailed summary of where they are including what has been done, what has not yet been done, 

the number of participating individuals, major accomplishments, barriers, and setbacks. 

Integrated Care Practice must include: 

¶ Medication-assisted treatment (MAT) 

¶ Evidence-based treatment of mild-to-moderate depression within the Integrated Practice setting 
either (e.g., IMPACT or another evidence-supported model) 

¶ Enhanced use of technology  

Network Membership  

During the reporting period of January 1 through June 30, 2020, no partners have left, and no new 

partners have joined the network.  Information in the sections below speaks to the progress that Region 

7 IDN has made on the B1 Core Competency project “Integrated Healthcare” during this reporting 

period. 

Key organizational and provider participants 

Organization/Provider Agreement Executed (Y/N) 

Ammonoosuc Community Health Services Y 

Coös County Family Health Services Y 

Cottage Hospital/Rowe Health Center Y 

Friendship House/North Country Health Consortium Y 

Huggins Hospital Y 

Indian Stream Health Center Y 

Littleton Regional Healthcare Y 

Memorial Hospital Y 

Northern Human Services Y 

Saco River Medical Group Y 

Weeks Medical Center Y 

White Horse Addiction Center Y 

White Mountain Community Health Center Y 

Progress Along the Continuum of Coordinated to Integrated Care  

While the Region 7 IDN has not yet met its goals of having nine partners reach integrated health care 

status and all 13 partners reach coordinated care status, the region does continue to make progress 

along the continuum.  Despite the significant disruption of the COVID pandemic during this reporting 

period, the region successfully increased the number of integrated care practices and coordinated care 

practices.  Although six practices still have unmet criteria in both the coordinated care and integrated 

care practice categories, they have all made progress along the continuum and several are likely to 

reach at least coordinated care practice by the end of the demonstration. In many cases, there is a habit 

of integrated care delivery under development that needs to be formalized and codified through the 

development of policies and protocols that can be used to train new staff and maintain the commitment 

to delivery system reform. 
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The graph below provides a snapshot of the current state of the Region 7 IDN partners’ progress on each 

of the requirements of Coordinated and Integrated Care Practice status.  In this graph, each column 

represents a category of requirements for the Coordinated Care Practice (CCP) (in blue) and Integrated 

Care Practice (ICP) (in green) status as outlined in the Special Terms and Conditions.  Each block within 

the column represents a specific requirement within that category.  Darker blocks indicate higher % of 

partners meeting criteria for each requirement (i.e. a requirement that has been met by 8 of 13 partners 

will have a lighter tone than a requirement that has been met by all 13 partners.  Please note that the 

requirement to have pediatric screenings included in the Core Comprehensive Standardized Assessment 

has a denominator of 10, since only 10 of the 13 partners for this project treat pediatric patients.  

Partner-specific details follow the graph. 

 

Ammonoosuc Community Health Services (ACHS) 

¶ Current Status:  Integrated Care 

¶ Integrated Care Criteria Met:  As reported in prior periods, ACHS has fully implemented all 

criteria for both coordinated and integrated care practice and maintained that status 

throughout the current reporting period despite disruption from the COVID pandemic.  This 

includes a fully hardwired process for administering a Core Comprehensive Standardized 

Assessment (CCSA), routine case consultations by a multidisciplinary core team, use of 

electronic means to communicate in a timely manner with their partners along the continuum 

of care, and adoption of standardized workflows and protocols as required under the 

coordinated care practice designation. This partner also uses evidence-based interventions for 

both Medication Assisted Treatment (MAT) and the treatment of mild to moderate depression 

within the primary care setting.  Finally, this partner successfully utilizes information available 

through their health information system to identify at risk patients, plan their care, and monitor 

patient progress, leveraging relationships with social service organizations in their community to 

address unmet needs related to the social determinants of health.  

¶ Integrated Care Criteria Unmet:  There are currently no unmet criteria for this partner, although 

they did temporarily suspend their multidisciplinary core team meetings as the clinic pivoted to 

prepare their response for the COVID pandemic.  By the end of the reporting period, however, 

this practice had resumed, and this partner continues to provide fully integrated care to their 

patients and clients.  
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¶ Major Accomplishments:  Most notable for this partner is their commitment to engaging all 

disciplines in the delivery and review of care for their most complex patients and those 

burdened with chronic disease.  This partner has adopted a culture of continuous quality 

improvement, convening interdisciplinary groups on a regular basis to ensure that whole person 

care is delivered to patients, including connection to social services that support their health and 

well-being.  The clinic has also successfully integrated a behavioral health provider in a number 

of local schools, ensuring that children who struggle with behavioral health needs have ready 

access to behavioral health professionals in ways that are minimally disruptive to their learning.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  Although not a barrier or setback, 

like many partners in this geographically broad region, ACHS has primarily achieved integration 

by establishing service lines within their own organization rather than partnering with external 

providers.  This is largely a reflection on the paucity of behavioral and oral health providers in 

the region rather than a market share issue as some regions may experience.  As relationships 

across the region have deepened and the health care system has experienced greater stress 

under the COVID pandemic, ACHS has taken the opportunity to examine their internal processes 

and the changing landscape of resources in the North Country, delegating some roles and 

functions to external partners in an effort to streamline their own services to achieve both 

process and fiscal efficiencies. For example, they have opted not to replace the behavioral 

health case manager and community health workers who left ACHS at the beginning of this 

reporting period and instead partnered with the Wellness And Recovery Model (WARM) at 

North Country Health Consortium (NCHC) for the services previously provided by those two 

internal positions. 

Coös County Family Health Services (CCFHS) 

¶ Current Status:  Both Coordinated and Integrated Care statuses are in progress 

¶ Integrated Care Criteria Met:  CCFHS currently uses the recommended assessment tools for 

universal screenings and screenings for pediatric patients and builds patient care plans based on 

the findings of regular assessments for social determinants of health.  This partner also 

leverages electronic means to communicate effectively across the health care continuum, 

adhering to guidelines that protect the privacy of their patients and ensuring that information is 

not shared among care providers without the patient's permission.  CCFHS has also 

implemented evidence-based practices for MAT and the treatment of depression in the primary 

care setting and leverages technology to identify at risk patients, plan their care, and monitor 

patient progress towards their goals.  Finally, this partner has put steps in place to ensure that 

there are closed loop referral processes in place with social service organizations.  

¶ Integrated Care Criteria Unmet:  Despite having a robust care coordination department and 

strong connections to community-based organizations throughout the Androscoggin Valley, 

there are some key components of both coordinated and integrated care practice that this 

partner has not yet achieved.  Notably, CCFHS continues to use a CCSA that does not meet or 

address all domains required under the coordinated care practice criteria and has not 

established or joined a multidisciplinary core team whose composition meets the criteria set 

forth in the coordinated care practice guidelines adopted under the DSRIP. As a result, this 

partner does not meet coordinated care practice criteria.  This, in addition to a lack of 

documented workflows and joint service protocols with community-based organizations 

prevents CCFHS from achieving integrated care practice status.  

¶ Major Accomplishments:  This partner has built strong relationships across both the healthcare 

and human service sectors in the Androscoggin Valley.  They have also shared a care coordinator 

position with Androscoggin Valley Hospital (AVH), which positions them uniquely to understand 
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and plan for care transitions.  They partner regularly with the Family Resource Center, the 

Doorway at AVH, and large correctional facilities in Berlin, NH, to address the needs of their 

community’s most vulnerable patients.  This partner has integrated both behavioral health and 

oral health into their service lines, and these service providers regularly collaborate with the 

physical health providers at this FQHC to address patients in a whole person manner.   

¶ Major Barriers/Setbacks To Achieving Integrated Care Status:  Through multiple discussions with 

leadership at CCFHS during this reporting period it has become clear that they are unlikely to 

take the steps necessary to meet these final criteria on the path towards integrated care before 

the demonstration ends.  Leaders have expressed concern for initiative fatigue that is being 

experienced by their staff members and question the return on investment for significantly 

altering their existing workflows simply to meet the requirements of this demonstration.  They 

are not convinced that the specificity outlined in the DSRIP specifications for integrated care are 

so much more value added than their current patient-centered focus.   

Cottage Hospital/Rowe Health Center 

¶ Current Status:  Integrated Care in progress 

¶ Integrated Care Criteria Met:  Rowe Health Center has currently met all coordinated care 

practice requirements including full adoption of a CCSA and shared care plan, multidisciplinary 

core team, information sharing, and workflows and protocols required under coordinated care 

practice criteria.  In addition, they have also fully adopted the recommended evidence-based 

interventions of MAT and treatment of mild to moderate depression in the primary care setting.  

The recent conversion to a new health information system has enhanced their ability to use 

technology to identify the needs of at-risk patients and appropriately plan and monitor their 

care.  Finally, this partner documented workflows for collaboration with social support 

community-based organizations.  

¶ Integrated Care Criteria Unmet:  At this time, only two criteria for integrated care practice 

remain unmet.  The first is the adoption of joint service protocols with community-based 

organizations to complement their stated workflows for referring patients to these services,  

and the second is the use of communication channels including closed loop referral capabilities 

when working with community-based organizations. In previous reporting periods, this partner 

experienced staffing changes that slowed some of their progress on these requirements.  Rowe 

remains interested in continuing to formalize and codify the processes that are currently in use.  

¶ Major Accomplishments:  As this partner contemplated the adoption of MAT protocols, it 

became clear that adding this particular service line to their existing provider base would not be 

feasible.  Rather than leaving their substance use disorder affected patients without access to 

MAT, they located another practice in their community that had MAT waivered providers with 

capacity to receive additional referrals.  In building this relationship, Rowe has ensured that 

their patients’ needs are met without exposing the clinic to potential financial difficulties by 

implementing a service line they could not support.  This type of cross agency collaboration 

benefits both patients and providers.  Additionally, Rowe has successfully embedded psychiatric 

nurse practitioners in their adult internal medicine practice, and then partnered with a local 

psychiatrist for the necessary oversight to ensure that their nurse practitioners are well 

supported and that they meet the guidelines set forth under the DSRIP. This model of collegial 

support allows the nurse practitioners to continue to be independent practitioners as outlined 

in New Hampshire statute, without burdening the organization with the expense of recruiting 

and employing a full-time psychiatrist. 

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  Cottage Hospital/Rowe Health 

Center continues to express concern that care coordination services are poorly reimbursed 
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under existing payment models.  This makes it difficult for them to deepen their care 

coordination bench.  Regardless of this challenge, they have initiated a relationship with the 

community health worker program at NCHC to provide additional case management and 

integrated health care services to their most at risk patients.  

Friendship House/North Country Health Consortium (FH) 

¶ Current Status:  Coordinated care status met; Integrated care status in progress  

¶ Integrated Care Criteria Met:  this partner has successfully adopted a CCSA and shared care 

planning process.  Through the adoption of the Region 7 IDN Multidisciplinary Core Team 

protocols, this partner put in place a process by which their complex patients can be evaluated 

at monthly case conferences, and are using electronic means to ensure timely communication of 

sensitive information. FH has also adopted all the necessary workflows and protocols required 

under coordinated care practice, have policies in place to address MAT and the treatment of 

mild to moderate depression, and are collaborating effectively with social service organizations 

in a formalized way.  

¶ Integrated Care Criteria Unmet:  At this time, the only criteria not yet met on the SAMHSA 

framework for coordinated and integrated care practice is the use of technology to identify, plan 

the care of, and monitor progress towards goals for at-risk patients. At the beginning of this 

reporting period, FH was beginning to investigate the potential of joining the Collective Medical 

network for the purposes of meeting these requirements.  Unfortunately, before a planning 

meeting could be scheduled with Collective Medical to start the implementation process, the 

COVID pandemic occurred and FH was forced to significantly alter their operations in order to 

respond to the pandemic. 

¶ Major Accomplishments:  Over the course of the demonstration, FH has undergone significant 

improvement in clinical processes.  This partner has successfully applied for and received 

accreditation from the Commission on Accreditation of Rehabilitation Facilities (CARF) in its first 

attempt at obtaining said accreditation.  This work has required significant attention to the 

development of policies and procedures that guide staff in evidence-based practice as they 

provide residential, intensive outpatient, and outpatient services to patients in need of 

Substance Use Disorder treatments.  In the course of developing these protocols and policies, 

FH has also worked to build relationships with other partners in the region, ensuring that 

primary care and social services are available to their residents and clients.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  During the reporting period, FH 

was forced to close its residential programs due to concerns that facility design and staffing 

shortages were barriers to compliance with COVID-19 recommended guidelines.  This resulted in 

a slowdown of progress along the integrated care continuum as leaders and staff focused 

instead on finding solutions to the facility design and staffing challenges so the residential 

treatment program could be reopened as soon as possible.  FH implemented telehealth 

processes for their Intensive Outpatient Program and Outpatient clinical services, and dedicated 

time during this reporting period to establishing formal relationships with social service 

organizations that could provide support to clients on waitlists.  FH successfully reopened its 

residential programs in June and is now practicing a series of Plan, Do, Study, Act (PDSA) cycles 

as they slowly build up the census in their program, ensuring that care delivered to residents is 

safe and of high quality. While it may be some time before FH is able to consider technological 

upgrades that would help them meet the use of technology criteria under the integrated care 

practice standard, they progressed along the continuum during this reporting period and remain 

interested in engaging in this last step. Much will depend on the course of the pandemic in the 

coming reporting period.  
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Huggins Hospital 

¶ Current Status:  Integrated Care Status met  

¶ Integrated Care Criteria Met:  Huggins has met all criteria for integrated care, including full 

adoption of coordinated care criteria; adoption of evidence based interventions for MAT and 

the treatment of mild to moderate depression; and the use of technology to identify at risk 

patients, plan their care, and monitor their success and progress toward goals. Most notable for 

this partner during the reporting period was the successful spread of their MAT program, which 

was piloted during the previous reporting period, and has continued to operate successfully 

through clinic closures and shifts to telehealth delivery models during the COVID pandemic.  

¶ Integrated Care Criteria Unmet:  This partner does not have any unmet integrated care criteria 

at this time. 

¶ Major Accomplishments:  Huggins continues to be a partner that is dedicated to whole person 

care and is committed to collaborating closely with other organizations.  They are consistent 

participant in Region 7 IDN activities, including large events like quarterly all-partner meetings 

and small events like the weekly COVID Touch Base calls that have been occurring in the region 

since late April.  A notable strength throughout the demonstration has been their commitment 

to a pilot and spread methodology for the adoption of each of the recommended interventions 

on the continuum of coordinated to integrated care practice.  While this practice has resulted in 

longer implementation windows for some interventions, those implementations have been 

successful and experienced remarkable buy in from providers and patients as a result of this 

careful planning and implementation process.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  Huggins has shared that, during 

the COVID pandemic, they have experienced a setback in their care coordination department.  

Shortly before the pandemic began, a long-term member of the care coordination team left the 

organization, necessitating the hiring and training of a new team member.  Because Huggins is a 

Critical Access Hospital in a rural part of the state, much of the facility's energy and focus shifted 

to preparing for potential search of COVID-positive patients at the beginning of the pandemic.  

As a result, staff had less bandwidth for care coordination and case management activities.  At 

the same time, however, admissions to the hospital and Emergency Department and visits to 

ambulatory clinics slowed significantly.  Huggins took advantage of this decrease in patient 

volumes to examine its case management processes and redesign their care coordination 

program.  During the COVID pandemic, Huggins has been transparent in asking social service 

organizations and other Region 7 IDN partners to assist them in ensuring that care coordination 

and integrated care continued to be delivered despite the challenges faced by the facility.  By 

the end of the reporting period, staff from Huggins reported that things were returning to a new 

normal, and they were grateful for the strengthening of partnerships which occurred during the 

early phase of the pandemic.  

Indian Stream Health Center (ISHC) 

¶ Current Status:  Integrated Care status met 

¶ Integrated Care Criteria Met:  At this time, ISHC has continued to maintain adherence to 

integrated care practices, including full adoption of the CCSA and shared care planning 

processes, use of a multidisciplinary core team, information sharing by electronic means, and 

adoption of workflows and protocols required as part of coordinated care status. The agency 

has adopted evidence-based interventions for MAT and the treatment of depression in the 

primary care setting and continues to use the Collective Medical platform for coordination of 

care for at risk patients and collaborate with community-based organizations.  
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¶ Integrated Care Criteria Unmet:  While there are no integrated care criteria currently unmet by 

ISHC, they have had significant staffing challenges throughout the COVID pandemic resulting in a 

decrease in the number of behavioral health providers available within their organization.  ISHC 

continues to refer patients to other organizations that do have capacity to meet the behavioral 

health needs of their patient population and collaborate with community-based organizations to 

address needs related to social determinants of health.  

¶ Major Accomplishments:  During the reporting period, ISHC has continued their implementation 

of a new health information system that will allow them to continue providing integrated health 

care services to their patients.  Over the course of the demonstration, ISHC has successfully 

implemented an interdisciplinary care team that partners behavioral health providers with 

primary care providers and nursing staff to regularly review care delivered to the most complex 

patients they treat.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  During the reporting period, ISHC 

has lost several key staff members responsible for monitoring of integrated health care 

processes.  While this has not directly impacted the delivery of care to their patients, it does 

stress their system and place the sustainability of some integrated healthcare processes at risk.  

It has also impacted their ability to report on the quality of care delivered to their patients, 

including participation in reporting outcomes measures for the demonstration.  The Region 7 

IDN team continues to be in regular contact with ISHC to offer support and assist with 

collaboration across the region.  

Littleton Regional Healthcare (LRH) 

¶ Current Status:  Coordinated and integrated care status in progress 

¶ Integrated Care Criteria Met:  At this point in time, LRH is successfully using technology to 

identify at risk patients and plan and monitor their care.  

¶ Integrated Care Criteria Unmet:  All other categories of integrated care delivery remain in 

progress at LRH.  While the CCSA has been built into their health information system, and 

pediatric and universal screenings are occurring regularly, the is not yet widely used by all 

primary care providers at LRH.  This partner was not able to adopt protocols for the use of the 

regional multidisciplinary core team during this reporting period, and also lost portions of their 

behavioral health team during the COVID pandemic.  Additionally, this agency has not fully 

implemented a standard of care reflecting the adoption of evidence based interventions for the 

treatment of depression in the primary care setting and has not formalized relationships with 

community-based organizations through the development of documented workflows and joint 

service protocols.  

¶ Major Accomplishments:  During the reporting period, LRH successfully took over the day-to-day 

operations of the Doorway in Littleton, which had previously been handled by Weeks Medical 

Center through a contracted relationship.  This involved hiring staff for the Doorway and 

implementing policies and protocols so care to individuals already connected to the Doorway 

would experience uninterrupted service delivery.  As part of that process, the staff at LRH have 

worked to strengthen relationships with the WARM team at NCHC and fellow IDN 7 partner 

North Country Serenity Center for recovery-oriented supports of their clients. 

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  LRH has continued to struggle with 

the hardwiring of processes required under this core competency project.  Consistently 

throughout the demonstration, the primary care practice has lacked adequate staffing to 

dedicate efforts towards garnering buy-in for process changes and monitoring them for 

successful implementation.  Most recently, the COVID pandemic has resulted in a significant 

decrease in the size of primary care and behavioral health workforce at LRH.  This has also 
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decreased the information technology staff who are instrumental in the modifications necessary 

to hardwire integrated care practices in the health information system so information can flow 

smoothly between all providers involved in a patient’s care.  

Memorial Hospital 

¶ Current Status:  Integrated care in progress 

¶ Integrated Care Criteria Met:  Memorial has met most requirements for both coordinated and 

integrated care status, including successful use of a multidisciplinary core team, use of 

electronic means to share information among members of the patient's care circle and adoption 

of workflows and protocols required under coordinated care practice.  Additionally, they have 

successfully adopted evidence-based interventions for both MAT and the treatment of 

depression, and use technology to identify at risk patients, plan their care and monitor their 

progress toward goals.  Memorial has successfully established formalized relationships with 

community-based organizations working to address needs related to social determinants of 

health, most notably a partnership with recovery community organizations to provide 24/7 

recovery supports to individuals with Substance Use Disorder seeking treatment in the 

Emergency Department. 

¶ Integrated Care Criteria Unmet:  The only criteria currently unmet by Memorial Hospital is the 

use of a CCSA that includes all 10 required domains.  Over the course of the reporting period, 

multiple conversations have been held between IDN7 team and staff at Memorial, but the 

formal use of all 10 domains has not yet been confirmed.  Staff feel confident that all areas are 

being queried regularly by providers, but not all domains are easily documented within the 

health information system and it is therefore difficult to verify that all providers are querying all 

domains on an annual basis.  

¶ Major Accomplishments:  During the demonstration, Memorial has successfully implemented a 

new health information system that provides them with more robust opportunities to use and 

share information across multiple disciplines and agencies.  Memorial has also successfully led 

the way on a regional collaboration in the Mount Washington Valley, partnering with Saco River 

Medical Group, Children Unlimited, and Visiting Nurses Home Health and Hospice of Carroll 

County, to provide care coordination services to at risk children and families in their region.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  The most notable challenge to 

successful implementation of initiatives recommended under the demonstration has been 

Memorial's affiliation with its parent organization, MaineHealth.  Memorial is the only 

MaineHealth facility in the state of New Hampshire, but its organizational hierarchy requires 

authorization from the parent system before implementing large scale projects like connection 

to the Collective Medical platform or alterations to Health Information System processes.  Local 

leaders are supportive of the initiatives set forth in the Region 7 IDN project and 

implementation plans, but are not always able to realize adoption or implementation of project 

components if the recommended intervention is not aligned with the strategies and focus areas 

for MaineHealth.  

Northern Human Services (NHS) 

¶ Current Status:  Integrated Status met 

¶ Integrated Care Criteria Met:  NHS continues to meet all requirements of both coordinated and 

integrated care practice including the effective use of technology to communicate with partners; 

identify at risk patients and plan their care; the hardwiring of workflows and protocols as 

required under the integrated care criteria; and strong collaboration with social service 
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organizations whose work addresses the needs of NHS clients related to social determinants of 

health.  

¶ Integrated Care Criteria Unmet:  There are no criteria currently unmet by this partner in the 

integrated care status category.  

¶ Major Accomplishments:  NHS has successfully opened two integrated health care clinics in the 

region, one in Berlin and the other in Littleton.  These clinics are operating through successful 

collaboration with local primary care practices who staff clinics that are physically located within 

the community mental health centers.  While the volume of patients receiving primary care 

services in these clinics is not high, access to primary care in a familiar and comfortable setting 

has been significant for the patients served by those clinics.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  As shared in prior reporting 

periods, one of the most significant barriers experienced by this Community Mental Health 

Center (CMHC) is the recruitment and retention of experienced workforce members.  CMHC’s 

are attractive to new professionals because the clinics have the ability to mentor and supervise 

emerging behavioral health professionals as they work towards full licensure or certification in 

their fields.  The reimbursement model under which CMHCs in the state of New Hampshire 

operates, however, makes it difficult for these agencies to offer competitive salaries.  As a 

result, there is regular turnover of staff as newly licensed and certified professionals seek similar 

work with higher pay at other agencies within the region. 

Saco River Medical Group (SRMG) 

¶ Current Status:  Integrated Care in progress 

¶ Integrated Care Criteria Met:  SRMG has met most requirements for integrated health care, 

including the adoption of evidence based interventions for MAT and the treatment of 

depression, the use of technology to identify at risk patients, plan their care, and monitor 

progress on those care plan goals, and collaboration with social support organizations.  

¶ Integrated Care Criteria Unmet:  Despite having adopted all required integrated health care 

practices, this partner has not yet met integrated care status because they have not fully 

implemented two key processes under the coordinated care criteria.  At this time, SRMG has not 

fully engaged in a multidisciplinary core team that meets the criteria set forth in the core 

competency project, so has not met criteria for the multidisciplinary core team composition, or 

the monthly case consultations. 

¶ Major Accomplishments:  During this reporting period, SRMG has successfully entered into a 

collaborative care agreement with Mount Washington Valley Supports Recovery (MWVSR), 

providing necessary primary care services to MWVSR clients and referring SRMG patients to this 

RCO for recovery supports.  SRMG has also been a longtime participant in the Memorial 

Collaborative, which provides care coordination services to at risk youth and families in the 

Mount Washington Valley.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  SRMG continues to be an engaged 

partner in the region, but as with other practices in the area, staff bandwidth and access to a 

psychiatrist continue to be barriers to full adoption of a multidisciplinary core team.  

Weeks Medical Center (WMC) 

¶ Current Status:  Integrated care status met 

¶ Integrated Care Criteria Met:  WMC has maintained all requirements for integrated care status 

for several reporting periods.  At this time, a culture of integrated healthcare delivery has been 

hard wired with this partner, and they continue to deepen the relationships between physical 
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and behavioral health providers both within their organization and with other organizations 

across the region.   

¶ Integrated Care Criteria Unmet:  At this time, this partner has no unmet requirements for the 

delivery of integrated healthcare. 

¶ Major Accomplishments:  WMC has been dedicated to the implementation of integrated 

healthcare processes and enhanced care coordination for several years now.  Their largest 

contribution to the regional adoption of integrated healthcare was the implementation of the 

North Country Recovery Center.  This is a substance use disorder treatment program embedded 

in the primary care practices of WMC, which has been partially funding by Region 7 IDN.  As a 

result of the extensive work done by WMC to hire the necessary workforce and establish 

standards of care and protocols and procedures for the program, the North Country was well 

positioned to offer clinical services at the two Doorway locations in northern Grafton and Coos 

County. At the start of the statewide Doorway initiative, they were the only two Doorway 

locations in the state that offered clinical services on site.  During the reporting period, NCRC 

has expanded into the Colebrook and Littleton communities, further extending the delivery of 

outpatient Substance Use Disorder treatments across the region. 

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  as noted with other Region 7 IDN 

partners, WMC has achieved integrated care status primarily through the expansion of its 

primary care practice, adding additional clinical services to an already robust primary care 

setting.  While this has certainly achieved the delivery of integrated health care for patients in 

their catchment area, these services are primarily available only to patients of WMC. 

White Horse Recovery in behavioral health services (WHR) 

¶ Current Status:  Integrated care in progress 

¶ Integrated Care Criteria Met:  WHR has fully implemented a CCSA, adopted protocols to 

leverage the regional multidisciplinary core team, and adopted all required workflows and 

protocols to meet all criteria for coordinated care practice.  It has also implemented evidence-

based interventions for MAT and established a process by which technology is used to identify 

at risk patients, plan their care and monitor patient progress towards their goals.  This has 

largely been achieved through the implementation of a health information system which started 

in the fall of 2019 and was completed in the early months of the current reporting period.  WHR 

has also successfully documented workflows and joint service protocols for their collaboration 

with other social support organizations in Carroll County.  

¶ Integrated Care Criteria Unmet:  Only two criteria of the integrated health care status remain 

unmet at this time.  The first is that WHR is still working to finalize an electronic means to 

ensure timely communication of critical information to other partners on the care continuum.  

They are currently in the process of joining the Collective Medical network to achieve this goal.  

At this time, they are also working to document organizational adoption of an evidence-based 

intervention for the treatment of mild to moderate depression.  A behavioral health consultant 

had been engaged at the end of last year to assist with the development of protocols like this, 

but his time with WHR did not continue after the start of the pandemic, so this project is still in 

process.  

¶ Major Accomplishments:  WHR has made significant strides over the course of the 

demonstration.  They began as a relatively small organization with limited sustainability, but 

have leveraged their connectivity to the IDN and funding through incentive payments to create 

and implement a sustainability plan that has positioned them to serve the region well for many 

years to come. This has included the introduction of behavioral health services to their recovery 

organization, which has allowed them to enroll as a participating provider in a number of 
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commercial and government payer programs.  During the reporting period, work began in 

earnest to build a larger facility that can accommodate residential services and provide 

additional space for outpatient services delivered through the recovery programs.  This project 

is anticipated to be complete in early fall, at which point in time the existing building will be 

renovated to become sober living housing that can be used for individuals awaiting placement in 

residential facilities.  Finally, WHR has spearheaded efforts to develop and implement a team of 

recovery support volunteers who can respond to patients in need at local emergency 

departments in Carroll County.  Work began on this project in the previous reporting period as 

they collaborated with Mount Washington Valley Supports Recovery on this initiative.  The 

project has been so successful that WHR has worked during the current reporting period to 

spread these services to Huggins Hospital in southern Carroll County.  

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  A primary challenge for WHR has 

been the lack of an electronic record system that can facilitate the collection of CCSA data, 

transmit information to other care providers involved in clients care, and be used to identify at 

risk patients in order to provide them with integrated care. WHR has made significant strides in 

the last six months as they have completed the implementation of an electronic medical record 

system and engaged with Collective Medical to help overcome this barrier.  Additionally, they 

have worked diligently during the reporting period to adopt all of the required policies and 

protocols outlined in this project.  At this time, their primary barrier to the delivery of integrated 

care is actually the lack of affordable housing for members of their integrated health care 

workforce.  It is necessary to have a reliable inventory of affordable housing for professionals 

because there are not an adequate numbers of behavioral health professionals currently living 

in the region, so when new hires are made those professionals are relocating and need a place 

to live. Carroll County has already experienced a shortage of housing inventory for a number of 

years, but the situation has been made worse through the COVID pandemic as owners of second 

homes have moved from their primary urban locations to a rural setting with lower incidence 

rates of the virus. These homes have traditionally been available as short- and long-term rental 

solutions for professionals moving to the area but are no longer available.  

White Mountain Community Health Center (WMCHC) 

¶ Current Status:  Integrated care met 

¶ Integrated Care Criteria Met:  As is the case with Weeks Medical Center, WMCHC has 

maintained integrated health care status for several reporting periods.  All criteria are met, and 

this partner now regularly engages in continuous quality improvement processes aimed at 

further refining adopted protocols and workflows to continue enhancing their delivery of 

integrated health care.  

¶ Integrated Care Criteria Unmet:  At this time, no criteria for integrated care remain unmet 

although this partner noted that during the COVID pandemic some of their processes changed 

to accommodate their shift to telehealth services.  For example, the CCSA is typically 

administered in a paper format and it was not possible to continue that process in the virtual 

visit environment.  While the paper forms may not have been used, the queries around social 

determinants of health continued to be made as providers connected directly with their patients 

through video conferencing and telephone calls rather than receiving data from the CCSA 

through their clinical support staff. Both providers and patients have expressed increased 

satisfaction with this process.  As is their habit, WMCHC is now evaluating altered processes 

implemented during the pandemic to determine which should be hardwired moving forward.  

¶ Major Accomplishments:  WMCHC is an excellent example of an integrated health care partner 

who has leveraged technology to improve the integration of the services that they offer, and 

have leverage the information on the Collective Medical network not only to improve the 
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quality of care provided to individual patients, but to improve overall service delivery at the 

organizational level.  They have also consistently partnered with other organizations to ensure 

that social needs of their patients are met.  The most recent example of this partnership is 

WMCHC’s entry into a collaborative care agreement with MWVSR during this reporting period, 

sharing referrals from MWVSR to WMCHC for primary care services, and in the reverse for 

recovery support services, for their shared patients/clients. 

¶ Major Barriers/Setbacks to Achieving Integrated Care Status:  A primary barrier to continued 

success for WMCHC is that their pathway to becoming a Federally Qualified Healthcare Center 

(FQHC) has not yet been realized.  WMCHC currently has status as an FQHC Look Alike practice, 

and they have adopted all of the processes and patient centered medical home philosophies 

required of FQHCs but have not yet been successful in receiving FQHC status.  As a result, they 

lack access to the federal grants that support the innovation of FQHCs around the country.  This 

inequity was felt strongly during the COVID pandemic when the CARES act was written to 

provide relief to FQHCs but remained silent on support for FQHC Look Alike practices such as 

WMCHC.  

Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to support 
the community project which must include financial reporting. 

 

At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 

funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 
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As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  

¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  

The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 

of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals. 

IDN Integrated Healthcare Project: Achievement of Coordinated Care Practice 
and Integrated Care Practice Designation 

Use the format below to identify the total number of practices/providers who have achieved designation 
as a Coordinated Care Practice or Integrated Care Practice.  IDNs are expected to make continual progress 
toward achieving their projected number of designated Coordinated Care Practices and Integrated Care 
Practices.   

Achieved Total Goal 

Number 

Designated 

Baseline 

Designated 

12/31/18 

Number 

Designated 

6/30/19 

Number 

Designated 

12/31/19 

Number 

Designated 

6/30/20 

Coordinated 

Care Practice 
13 7 6 7 7 

Integrated Care 

Practice 
9 0 5 5 6 
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Projects C:  Care Transitions-Focused 

Narrative 

Provide a detailed narrative which describes the progress made during this reporting period.  

Network Membership 

During the reporting period of January 1 through June 30, 2020, no partners have left or joined the 

network.  The information below speaks to the progress that Region 7 IDN has made on the C1 “Care 

Transitions” Community Project during this reporting period. 

Key organizational and provider participants 

Organization/Provider 
Agreement Executed 

(Y/N) 
Carroll County Department of Corrections Y 
Family Resource Center at Gorham Y 
Tri- County Community Action Program Y 

Regional Progress 

Region 7 IDN partners selected project C1:  Care Transition Teams to increase needed support critical to 

individuals with serious mental illness as they transition from the hospital setting back into the 

community.  The region’s project plan specifically called out the facts that over ten percent (10%) of 

inpatient readmissions in Region 7 were for individuals with behavioral health factors, thirty-two 

percent (32%) of the region’s Medicaid population had a behavioral health indicator, and thirty-two 

percent (32%) of the target population accounted for fifty-two percent (52%) of the region’s emergency 

department visits in 2015.  Using data available at the time, Region 7 IDN partners also knew that 

frequent emergency department utilizers (those who visited the emergency department 4 or more 

times in any given year) made up only four percent (4%) of the region’s total population yet accounted 

for thirty-five percent (35%) of all emergency department visits in 2015.  Partners also considered the 

strong likelihood that in some cases, readmissions may be more related to access to community 

resources and support than they are to clinical decompensation. 

As noted in the original project plan, Region 7 IDN partners selected Care Transition Teams as a 

community-driven project after consideration of the feasibility of implementing the Critical Time 

Intervention model.  IDN participants agreed that the model would increase capacity and enhance care 

transition planning currently in place.  Participants identified several areas that could be addressed 

through this project, including such things as: 

¶ Recidivism that occurs and significantly burdens local capacity. 

¶ Education for patients and families about the unique needs of transitioning back into the 

community; and 

¶ Effective discharge planning that includes effective feedback and follow-up. 

The Region 7 IDN implementation plan established an aim for the region to work together with four 

other IDNs across the state to implement the Critical Time Intervention (CTI) model.  The intent of this 

initiative was to prevent homelessness and other adverse outcomes in people with mental illness 

following discharge from hospitals, shelters, prisons, and other institutions.  Goals included providing a 

number of training opportunities for teams in the region interested in implementing this model, the 
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development of a CTI toolkit containing the documents, protocols and guidance necessary to 

successfully implement CTI at a regional level, and the following program targets: 

¶ 120 individuals served by CTI by December 31, 2018 

¶ 3 partner organizations implementing CTI by December 31, 2018 

¶ 15 CTI workers positioned in Region 7 IDN by December 31, 2018 

Interestingly, despite the rationale for selecting this community-driven project being so heavily based on 

the utilization of clinical resources, none of the Region 7 IDN partner organizations who ultimately 

adopted the CTI model and have continued using it throughout the demonstration period are providers 

of physical or behavioral health services.  Instead, they are social service teams whose case 

management work has enhanced the clinical services infrastructure by collaborating with and facilitating 

their clients’ journeys across the continuum of care.  The teams are knowledgeable about available 

services and resources including support groups, social services, financial assistance, transportation 

assistance, nutritional support, and emergency housing assistance. 

Partner specific updates 

Carroll County Department of Corrections (CCDoC) 

¶ Although CTI processes have continued at the Carroll County jail as they have in prior reporting 

periods, this partner reports that there are fewer people coming to the facility in general.  Once the 

pandemic started, there was a push to get more people out of the facility and delays in court cases 

and adherence to bail reform guidelines resulted in fewer people entering the jails.  At the time of 

this report, the census in the jail is approximately 1/6 of the facility’s total capacity.  This has created 

some fiscal challenges because the facility still has to operate with at least a minimum safe staffing 

level, so there has been no reduction of overhead.  When this is added to a reduction in 

compensation based on a lower census of incarcerated individuals, the facility was forced to reduce 

some of the services previously provided.  Group therapy and support meetings have been 

discontinue based on CDC recommendations, but the staff have arranged for inmates to individually 

move through programs.  Additionally, the facility has purchased tablets for all inmates so they can 

download music and movies.  The tablets also include free email service so inmates can correspond 

with their families at no charge, and in the near future the facility hopes to have the capability to 

use the tablets for video visits with friends and family.  Despite these challenges, the TRUST Re-entry 

project was still able to provide CTI services to 6 new individuals during this reporting period. 

¶ Carroll County Department of Corrections noted that, after nursing homes, the next greatest 

prevalence of COVID-19 is in correctional facilities.  In general, correctional facilities in the state of 

NH have largely come through unscathed due to the effectiveness of the protective measures that 

were put in place.  Staff is cognizant that the potential exists for things to be adversely impacted in 

the long term as a result of changes in processes and programming, but at this time there is a very 

limited number of people in the facility and they have maintained mental health programming and 

continued to provide SUD services on an individual basis.  Additionally, the Case Manager who 

serves as the CTI Supervisor took time during the reporting period to complete a telehealth 

certification process, based in part on compelling data which shows that some folks do better with 

this model.  During the pandemic, the case management staff have provided some services using 

telehealth technology and some in person.  Based on these experiences, the staff at Carroll County 

Department of Corrections have put a proposal together for a hybrid model that leverages 

telehealth solutions to provide follow-up care to individuals across the state.  This positions the 

Carroll County team to help peers in other counties who have limited resources ensure that services 
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continue for their incarcerated individuals as part of each facility’s re-entry program, including post-

release. 

¶ The facility is also monitoring activities around the country aimed at decreasing the populations in 

correctional institutions in order to decrease pandemic-related risk.  This partner noted that the 

American Civil Liberties Union has been arguing to get people out of jails and prisons based on 

COVID risk, and these efforts may actually result in a national look at how many people we’re 

incarcerating.  The CTI team noted that this pandemic has raised issues of inequities in the social 

determinants of health in rural regions, and as facilities are emptied to address COVID risk, there is a 

strong likelihood that there will not be significant evidence to show that these releases have a 

negative impact on the community.  On the other hand, there are concerns about increased 

instances of substance use, domestic violence, and other negative impacts of social isolation.  There 

is also concern that people in community are experiencing other forms of trauma related to the 

pandemic, and a surge in post-traumatic stress disorder may be on the horizon. 

Family Resource Center (FRC) 

¶ Family Resource Center uses the CTI model in their Strengths to Succeed Program.  Agency staff 

noted that, during the reporting period, they have increased the number of workers who have 

joined the weekly CTI meetings, despite not having had any formal training.  The staffers on the 

Strengths to Succeed team, otherwise known as Parent Partners, have leveraged these meetings to 

gain a general understanding of CTI methodology.  As the reporting period has progressed, the 

organization has focused staff training efforts on co-occurring disorders to meet the needs of the 

clients they serve.  In addition, the agency has also continued efforts to ensure that every staff 

member obtains CRSW status, which positions the organization to qualify for Medicaid 

reimbursement on the services provided.  During the reporting period, the FRC provided CTI services 

to 30 individuals. 

¶ During the pandemic, FRC transitioned services to virtual visits by leveraging telephone and Zoom 

technologies.  Parent Partners continued to facilitate key supports for their clients, including 

transportation to MAT appointments.  FRC has also leveraged social media platforms to stay in 

touch with families and share education and parenting tips.  While most other services happened 

through remote channels, Parent Partners met with their clients in person if necessary, while 

adhering to masking and physical distancing guidelines.  This partner reported that although the 

transition from in person visits to virtual visits occurred smoothly, both parents and the FRC staff are 

starting to show signs of Zoom burn-out.   

¶ FRC reports that in the early months of the reporting period, one of their Parent Partners (CTI 

Workers) dedicated time and effort to the development and implementation of a Life Skills program, 

which is designed to help parents learn some household and financial management skills that are 

necessary to live a healthy life as part of a healthy family.  When Stay at Home orders were 

announced, FRC moved this class to a virtual format using Zoom.  As the state has begun reopening, 

FRC has returned to an in-person format for these classes, holding them in parks and playgrounds in 

order to maximize the capacity of the class while adhering to physical distancing guidelines.  

¶ FRC also maintained several support groups during the reporting period.  The center serves as the 

local hub for recovery meetings in the area and is focused on expanding these offerings.  

Additionally, during the reporting period FRC created a new support group called Parenting the 

Second Time Around (PASTA) which specifically targets grandparents who are raising their 

grandchildren. 
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Tri-County Community Action Program (TCCAP) 

¶ TCCAP continues to operate their Homelessness Intervention & Prevention (HIP) program using the 

CTI model to integrity.  They credit much of their ongoing success with long-term housing 

placements, reduction in shelter lengths of stay, and recidivism to the phased intensity approach of 

the model.  During the reporting period, TCCAP has reorganized its programs aimed at addressing 

housing insecurity to allow for more innovation in their program offerings.  TCCAP reports that they 

are working to test a Housing First model, and have positioned one leader whose primary role is to 

convene regional partners to discuss innovative programs to better address the root causes of 

homelessness in Coös, Carroll and Grafton Counties. 

¶ As part of pandemic response, TCCAP is working with other community action programs (CAPs) to 

stand up the CARES Act money distributed to CAPs for the purposes of eviction mitigation.  The CAPs 

are leveraging online tools through www.NHCAP.org that allows any resident of the state to identify 

their local CAP office and submit an inquiry form electronically.  This inquiry form helps TCCAP 

determine whether housing issues are tied to financial hardships resulting from the COVID-19 

pandemic, or more long-term situations that were already in motion but exacerbated by the 

pandemic.  Part of the early screening process includes consideration of whether an individual 

would benefit from connection to a HIP specialist for intensive supports.  TCCAP intends to offer 

case management services to every person seeking assistance but will not mandate it.   

¶ TCCAP, along with other housing intervention programs around the state, is expecting to serve a 

large population of NH residents who have not had to engage social service agencies in the past but 

are now in a position of needing assistance due to the pandemic.  TCCAP acknowledges that this 

expectation is primarily fed by anecdote and not hard data.  There have been concerns for some 

time about how vulnerable the general population already was prior to the pandemic, so it has been 

hard to gauge how precarious the situation has been under the emergency order.  TCCAP anticipates 

that clarity on this issue will not be available until the eviction utility shut-off protections end.  As 

referrals are screened, TCCAP intends to refer any person who was already behind on bills at the 

start of the pandemic to a HIP specialist because the agency has programs other than Coronavirus 

Aid, Relief, and Economic Security (CARES) Act funding to assist with the mitigation of evictions that 

aren’t COVID related.  During the reporting period, this partner provided CTI services to 118 

individuals. 

¶ TCCAP notes that they have seen one notable trend as the isolation and social distancing has been 

imposed under the pandemic.  HIP specialists report that they have seen several of their clients 

really decompensating under isolation, bringing mental health issues to the forefront that hadn’t 

been visible before.  Although it has taken some time to parse out, the deterioration (which has 

included hallucinations and paranoid behaviors) seems related not to SUD but instead to the mental 

stresses created by isolation and parents having to facilitate remote instruction for their children.  In 

some cases, the severity of symptoms is making property owners worry for the safety of their 

buildings and other tenants, which challenges the security of these clients’ permanent housing. 

Project Targets 

From the Evaluation Project Plan, use the format below to provide a list of the progress toward targets or 
goals that the program has achieved.  Targets required by the STCs, include but should not be limited to:  

¶ Number of individuals served (during reporting period and cumulative) 

¶ All performance measures identified in the evaluation project plan. 
 
 

http://www.nhcap.org/
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Performance Measure Name 

Target 

(by 

12/31/18) 

Progress Toward Target 

As of 

12/31/18 

As of 

6/30/19 

As of 

12/31/19 

As of 

6/30/20 

# of individuals served by CTI 120 196 344 482 636 

# of partner organizations implementing CTI 3 3 3 3 3 

# of CTI workers positioned in Region 7 IDN 15 37 37 36 40 

Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to 
support the community project which must include financial reporting. 

 

At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 

funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 

As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  
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¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  

The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 

of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals. 
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Projects D:  Capacity Building Focused 

Narrative 

Provide a detailed narrative which describes the progress made during this reporting period.  

Network Membership  

During the reporting period of January 1 through June 30, 2020, Region 7 IDN had no members join or 

leave the network.  The information below speaks to the progress that Region 7 IDN has made on the D3 

“Expansion in Intensive Substance Use Disorder (SUD) Treatment Options” community project during 

this reporting period. 

Key organizational and provider participants 

Organization/Provider Agreement Executed (Y/N) 

Ammonoosuc Community Health Services Y 

Coös County Department of Corrections Y 

Coös County Family Health Services Y 

Friendship House Y 

Hope for NH Recovery Y 

Huggins Hospital Y 

Memorial Hospital Y 

Mount Washington Valley Supports Recovery Y 

North Country Serenity Center Y 

Northern Human Services Y 

Weeks Medical Center Y 

White Horse Addiction Center Y 

White Mountain Community Health Center Y 

Region 7 IDN Partner Specific Updates   

Partner specific updates in this section reflect narrative regarding their progress along the continuum of 

the project, and their total number of unique individuals served during the DSRIP period through June 

30, 2020.  

Ammonoosuc Community Health Services (ACHS) 

ACHS continued to provide Medication Assisted Treatment (MAT) to patients in need during the 

reporting period, with one new patient initiating treatment at the beginning of the year.  COVID-19 

made enrolling new patients difficult and tracking prescriptions and pill counts a challenge due to the 

closure of in-person visits.  During the pandemic, ACHS decided to furlough the behavioral health case 

manager who had been previously working with North Country Serenity Center (NCSC) to provide 

services and mutual referrals for common clients.  The BH case manager position has since been 

eliminated and the duties have been absorbed by other ACHS Behavioral Health staff.  Mutual referrals 

between ACHS and NCSC continue and ACHS has begun to leverage NCHC’s WARM program to provide 

patients with more resources and wrap around services during their recovery instead of maintaining 

similar services within their own walls.  

Coös County Department of Corrections (Coös) 

Following an initial period of planning and policy development with contracted partner Northern Human 

Services (NHS) in the last quarter of 2019, Coös launched its Case Management and Medication Assisted 

Treatment (MAT) programs in January, referring incarcerated individuals with a known release date to a 
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case manager employed by NHS. In an effort to make a strong use case for the sustainability of these 

programs, a conscious decision was made to work with the most complex individuals first.  This proved 

to be a solid strategy, with the first case serving as an excellent example of the power of intensive case 

management services as a reentry strategy.  Coös reports that the first individual enrolled in the 

program was identified as having significant substance use disorder, a long history of criminal recidivism 

and unemployment, poor connections to health care services in the community, and state-mandated 

separation from his child. By working with the case manager prior to release, this individual was able to 

be connected to a primary care provider in community, begin MAT prior to release, and experience a 

soft handoff to health and human service agencies upon release.  Since that time, he has obtained 

gainful employment, been reunified with his child, and has remained in recovery several months after 

his incarceration ended.  

The COVID pandemic introduced an interesting challenge to the success of this program.  Coös County’s 

facility is located in West Stewartstown, very close to the Canadian border.  When the pandemic led to 

the closing of the American Canadian border, the case manager working with the jail could no longer 

cross from her home in Québec to work with clients in person.  At the same time, recognition that 

correctional facilities were highly susceptible to COVID outbreaks also resulted in Coös County adopting 

policies that restricted outside access to the facility.  Coös requested and received Training & 

Technology funds from the IDN for the purchase of telehealth equipment that could be used to allow 

case management services to continue despite these barriers to the fledgling program.  Although it took 

several months to acquire and set up the necessary equipment for use in the jail, by June the equipment 

was in place and case management services had resumed.  In the interim, leaders from several jails 

around the state began discussions regarding the possibility of leveraging telehealth technologies to 

bring case management services from facilities with well-developed programs to other facilities around 

the state that do not have these resources.  Progress on both reentry initiatives will be monitored 

through the end of the demonstration period. 

Coös County Family Health Services (CCFHS) 

At the beginning of the reporting period, CCFHS continue to provide MAT services and host group 

sessions at their Pleasant Street office so that patients had access to their primary care providers at the 

same time.  These services were somewhat disrupted during the COVID pandemic.  While patients 

continued to have access to their MAT prescribers, groups were suspended temporarily while a location 

could be identified that permitted gatherings in compliance with recommendations for preventing the 

spread of COVID-19.  Staff also moved to saliva testing instead of the more traditional urine drug screens 

because saliva swabs could be performed in a parking lot and did not require patients to enter the 

buildings.  Support groups were restarted in June as soon as reopening began, and a suitable space 

could be arranged at the Willow Street location.  CCFHS reports that this was not an ideal situation 

because primary care was not on site.  Providers felt it was necessary to bring groups back together in 

person, however, because they were hearing from patients that they felt their recovery was lacking the 

structure provided by these support group meetings and increased the risk of relapse.  

Friendship House (FH) 

The Friendship House used the beginning of the reporting period to continue progress towards 

integrated care and updating services, policies, and protocols.  In March, the facility chose to completely 

close due to infrastructure challenges in meeting guidelines and recommendations for COVID-19 safety.  

After three months of closure and a re-evaluation of the site’s capacity to safely receive admissions, 

many of which come from the more populated communities in Southern NH where COVID-19 

prevalence has been highest, the agency began a gradual reopening in June.  Before COVID-19 was a 

concern, FH had successfully redesigned the clinical programs to be more effective for the clients 
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served.  The abrupt stop in services provided an opportunity to reevaluate this work and continue to 

fine tune treatment protocols.   

As plans were made for safe reopening, FH staff considered not only physical controls for the facility, but 

also which programs could be carried out with clinical integrity in a physical space that was not designed 

to accommodate the social distancing guidelines recommended by state and federal officials.  Ultimately 

the decision was made to reopen to a lower census (4 to 6 beds) in the low intensity (3.1) program, and 

gradually increase the census and program offerings using a series of PDSA cycles that evaluate the 

efficacy of the plan and adapt it along the way.  While this approach set the facility up for a careful and 

successful reopening, it meant starting with a census far below the break-even point on overhead 

expenses, forcing the partner to operate at a loss as it gradually increased the number of admissions in a 

safe way. 

During the closure of residential services, FH continued to provide Intensive Outpatient services through 

telehealth methods.  While it has been a useful approach for clients who want and have the ability to 

participate, this structure has been a challenge for some clients who lack the necessary technology 

(devices and/or connection) or privacy in their homes to participate effectively.   During the reporting 

period, Friendship House has seen near doubling of new IOP admissions, although participation has 

been declining in the last half of the reporting period.   

Care coordination efforts were ramped up when the residential programs closed at FH, providing critical 

support to clients seeking treatment.  During this reporting period, FH implemented a referral process 

for coordinating care outside residential services and began closely collaborating with NCHC’s WARM 

program to refer clients to outpatient services and recovery coaching while residential services were 

unavailable.  FH has continued to collaborate with Ammonoosuc Community Health Services to secure 

physicals for clients upon intake.  In addition, the agency has been strengthening relationships with 

community-based partners and other behavioral health agencies as both clients and providers learn to 

navigate resources during a pandemic.  FH still hopes to offer Medication Assisted Treatment internally 

in the future, but has continued to refer clients out to both Doorway sites in Littleton and Berlin at this 

time rather than attempting to stand up a new service line during the current public health event. 

Hope for NH Recovery (Hope) 

At the beginning of the reporting period, Hope was providing Region 7 IDN’s Berlin community with 

essential peer recovery supports using a combination of staff and volunteer recovery coaches.  In March 

2020, the center was closed due to COVID-19 and leadership decided to dissolve the center entirely due 

to lack of capacity to provide services.  Hope reports that, prior to the closure, they had entered into 

conversations with The Family Resource Center (FRC) in Gorham to examine the potential to transfer 

recovery coaching from Hope to FRC.  While this transfer has not yet formally occurred, FRC has been 

diligently working over the last few years to train all staff as Certified Recovery Support Workers as part 

of their sustainability plan.  Hope remains operational at their central office in Manchester but does not 

feel that it is feasible to reopen a center in Berlin at this time.  Hope for NH Recovery is contemplating 

withdrawal from the Region 7 IDN for the remainder of the demonstration because they are no longer 

able to be active in the region.  The Region 7 IDN team will continue conversations with this partner 

during the next reporting period to determine next steps. 

Huggins Hospital 

Huggins Hospital continued their roll out of Medication Assisted Treatment services this reporting 

period, following the launch in December 2019.  They credit the vast experience of the providers who 

joined their team in 2019 with the momentum that allowed them to continue adding 13 new patients to 

the service after the pandemic disrupted most clinic operations.  Huggins has also begun participation 
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with an initiative facilitated by the Foundation for Healthy Communities aimed at providing integrated 

SUD services in the inpatient setting by September 2020.  Despite having to retask many clinic staff 

members to the hospital’s COVID response, Huggins was able to pivot quickly to telehealth models, 

allowing this partner to continue providing necessary resources to patients.   

Littleton Regional Healthcare (LRH)  

LRH continues to operate one of the two Doorway sites for the North Country Region.  LRH and North 

Country Healthcare (NCH) continued to adjust to LRH’s separation from the NCH affiliation during this 

reporting period.  LRH has continued to successfully provide Substance Use Disorder services directly 

through the Doorway by utilizing staff recruited and hired in December 2019 as their sub-contract with 

Weeks Medical Center for Doorway staffing drew to a close.  Services in Littleton are now fully staffed 

by LRH employees who are supervised by a Certified Medical Assistant with Doorway experience.  

Clinical services are provided by a LADC, a MAT waivered APRN and a DO serving as the Medical 

Director.  The LRH doorway added Sublocade to its Medication Assisted Treatment options, serving 4 

patients with this new option January 1 and June 30, 2020.  The team at LRH’s North Country Primary 

Care (NCPC) continues to use the PHQ-9 as a screening tool and facilitates referrals to the Doorway as 

well as other SUD programs in the region, however the LRH physician practices do not currently have a 

formal referral agreement in place with the Doorway.  NCPC has expressed an interest in working to 

implement a Collaborative Care Agreement between the Doorway and NCPC for their shared clients.   

Memorial Hospital 

During the reporting period, Memorial Hospital has continued to offer the Integrated Medication 

Assisted Treatment (IMAT) program, expanding program capacity by adding a new full-time provider to 

the SUD team.  During COVID-19, this partner moved primary and behavioral healthcare services to a 

telehealth model, only offering occasional office visits when absolutely necessary.  The providers on the 

IMAT team and prenatal program have been collaborating to offer more of the New Life prenatal 

program group sessions virtually as well.  An existing provider took on a leadership position in the SUD 

programs and is working to obtain dual certification in both Addiction Medicine and Internal Medicine, 

which will be a great asset to the program.  Despite challenges related to implementing a telehealth 

model, the IMAT program served thirteen new patients between January 1 and June 30, 2020.    

Mount Washington Valley Supports Recovery (MWVSR) 

MWVSR was fully staffed at the beginning of the reporting period and working to increase the number 

of individuals served by their RCO.  Their partnership with WHR to deliver 24/7 emergency peer 

recovery supports services engaged 12 new individuals during the reporting period.  Once COVID-19 

changed the landscape, recovery coaches adapted to providing supports virtually from Emergency 

Department parking lots to ensure recovery resources were still available for individuals in need.  Since 

clients were not allowed at the center, recovery coach services were transitioned to telephonic 

communication with the exception of some in-person outreach for patients in hotels rooms or outdoors.   

MWVSR was able to apply to the New Hampshire Charitable Foundation for funds to help them deliver 

telehealth services by purchasing a new phone system and also put some funds aside to purchase 

phones, tablets and laptops for clients who can’t otherwise connect to services. The agency is working 

through a way to remain HIPAA compliant and will collaborate with the WARM team to learn the 

approach taken by their staff during the pandemic.   

Recovery meetings were suspended in mid-March but resumed in June following social distancing 

guideline, which includes hosting these meetings outdoors.  During the reporting period, MWVSR 

implemented two collaborative care agreements with Saco River Medical Group and White Mountain 

Community Health Center for syringe service program referrals.  MWVSR’s syringe service program 
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allows individuals with syringe related injuries or needing HIV testing and/or prophylaxis medications to 

be referred by MWVSR to those local agencies.  The center also worked with Tri-County Community 

Action Program (TCCAP) to help house homeless individuals seeking recovery services and resources.  

Affordable housing remains a huge issue in Carroll County, although an agreement with a local hotel was 

made for temporary housing during the pandemic.   

During the time MWVSR was closed 2 recovery coaches participated in virtual Ethics and HIV trainings.  

Both of these staff members are now almost finished meeting the requirements to become Certified 

Recovery Support Workers.  Staff also participated in the New England Institute of Addiction studies 

online.  MWVSR’s Endeavour House, a sober living home, was not able to admit to full capacity due to 

COVID-19 restrictions which resulted in lost income for the center.  The agency applied for GOFERR 

funds to help mitigate this challenge until the program could begin working to full capacity in June under 

the State’s reopening guidelines.    

North Country Health /ƻƴǎƻǊǘƛǳƳ όb/I/ύΩǎ ²ŜƭƭƴŜǎǎ ŀƴŘ wŜŎovery Model (WARM) 

The WARM team has continued working to provide clients with recovery support services throughout 

the reporting period.  During the pandemic, the team lost one trained recovery coach (RC) but 

continued direct service delivery with the team of three other staff.  Just prior to the pandemic, the 

WARM team had formalized agreements with Friendship House (FH) to provide interim services for 

clients on the admission waiting list.  These services included providing clients with education around 

harm reduction, endocarditis and bloodborne pathogens while also assisting them with finding access to 

adequate housing and addressing other needs related to Social Determinants of Health.  The agreement 

also engages the WARM team to provide aftercare support for Friendship House clients and help with 

data collection, although these activities were suspended with the temporary closure of Friendship 

House at the start of the pandemic.  

In early March, as the Stay at Home order was announced, the WARM team worked to transition 

recovery support services to a virtual setting which was HIPAA and CFR 42 Part 2 compliant.  They have 

used a combination of telephonic services and some Zoom capabilities to serve twenty-three new clients 

during the reporting period.  The team also pivoted to help gather more resources for the community 

while clinical partners were busy responding to the pandemic.  The WARM team stepped in to identify 

connections in the community that could aid in the integration of health services and fostered 

relationships with Recovery Friendly Workplaces and other community partners such as the Doorways, 

police departments, NH Employment Security and food pantries to amplify crucial community 

connections that augmented clinical services.   

Multiple layoffs at some clinical partner agencies provided an opportunity for the WARM team to 

collaborate with clinical service teams to accept referrals for case management services.   As noted 

above, ACHS was a significant partner in these efforts as that FQHC has made the decision not to rehire 

for the CHW and Behavioral Health Case Manager positions that were lost.  This is just one example of 

the way the WARM team has been able to bridge gaps between other IDN partners, acting as the glue to 

the region’s recovery support network.   

During this reporting period, the WARM team has increased efforts to collaborate with local Recovery 

housing organizations to provide support for individuals who have been discharged due to relapse or 

choice.  The WARM team has also cultivated a deeper relationship with Family Resource Center (FRC), 

building a process through which WARM clients can participate in FRC programming not previously 

made available to WARM clients.  Life Skills trainings offered regularly by FRC address a knowledge gap 

around household and fiscal management skills that has been shown contribute to client relapses.  The 
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WARM team views this as a particularly important offering that strengthens the success of clients who 

are seeking treatment and in recovery.    

In the second half of the reporting period, WARM collaborated with the Recovery Community 

Organizations in the region to create the North Country Training Collaborative.  This partnership is 

helping to explore and create training opportunities to address the needs of recovery coaches and other 

support service staff as they work to help clients reach their recovery goals.  The Training Collaborative 

is also working to provide trainings which meet the criteria for Certified Recovery Support Workers with 

an eye toward meeting the workforce expansion needs throughout the region.  Prior to the start of the 

pandemic, the WARM team had in-person Recovery Coach Academy trainings scheduled to be delivered 

between March and June.  These trainings were cancelled as the program moved to virtual platforms, 

and the WARM team has spent this reporting period working to obtain Connecticut Community for 

Addiction Recovery (CCAR) approval to offer the training series online.  After submitting a program 

redesign, the WARM team received this approval in late June and will be offering the series through the 

summer.   

Finally, the WARM team assisted in the development of AskPETRA, a program created by the North 

Country Health Consortium under a grant from the Health Resources and Services Administration that is 

designed to help adults, communities, and professionals in Northern NH to understand, prevent and 

treat SUD through assistance, connection, education, and recovery support.  AskPETRA and WARM staff 

partnered to build a COVID-19 resource directory in addition to the originally planned SUD directory in 

order to fill the gaps left by external partners as they shifted their focus to COVID-19 response efforts.    

AskPETRA is working to collaborate with the Claremont Exchange and the HCV/HIV Resource Center to 

explore options for Harm Reduction services in northern Grafton and Coös Counties.  The program also 

focuses on providing education and awareness about bloodborne illnesses such as Hepatitis C, HIV/AIDS 

and endocarditis, with the goal to promote the integration of treatment services for people with these 

diseases – a treatment service not broadly available in the region.   

North Country Serenity Center (NCSC)  

NCSC continued to provide essential peer recovery supports to the region's recovery community during 

the reporting period and enhanced existing collaboration with multiple agencies throughout the region.  

This became increasingly important during the COVID-19 pandemic when in-person services and 

recovery group sessions were suspended.  NCSC lost two staff members during the reporting period and 

went through some internal staff changes to accommodate the new landscape for services.  The agency 

has engaged several volunteers to participate on the Peer Advisory Board, which is working with the 

Council on Accreditation of Peer Recovery Support Services (CAPRSS).  This Recovery Community 

Organization (RCO) is working to get all accreditation pieces in place prior to a site accreditation survey. 

NCSC is also working on multiple sustainability efforts, including enrollment as a Medicaid provider so 

recovery support services can be billed for and reimbursed.  This will require staff being Certified 

Recovery Support Workers (CRSWs).  The agency is almost ready for this step, but staff members still 

need to finish supervision hours and take the CRSW exam – two critical certification activities that have 

been delayed by COVID-19.  NCSC has dedicated time at the end of the reporting period to start a virtual 

CRSW study group and make it available to anyone who wants to join.  Their goal is to add this asset to 

the workforce development efforts of the recovery community by allowing for collaboration between 

agencies and providing a venue for current workforce to share lessons learned to upcoming/new 

CRSW’s.  The agency plans to leverage the upcoming virtual CRSW bootcamps that will be hosted by the 

North Country Health Consortium’s Wellness and Recovery Model (WARM) team. 
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In February, NCSC, and the Family Resource Center (FRC) started a Sober Parenting Journey class with 12 

parents enrolled.  During the reporting period, the name of this class was changed to Parenting Journey 

in Recovery.  Due to COVID-19, the classes were suspended because the nature of the 14-week 

program’s close-knit collaborative approach made it unsuited for a virtual deployment.  The agency tried 

to utilize video conference technology to host a few other recovery groups but found it difficult for staff 

and clients to participate effectively.  NCSC did, however, find that the 12-step meetings are able to be 

offered successfully via Zoom, and in the April – June timeframe this partner reports that there were 

over 1200 logins for those meetings.  Numbers for other meetings fluctuated throughout the period and 

the organization spent April through June preparing the office to resume in-person recovery coaching 

sessions in accordance with CDC and state COVID-19 safety recommendations.  Due to space limitations, 

in-person groups will not resume until a safer option is available. 

NCSC has provided 36 new clients with recovery coaching during this period and served a total of 362 

individuals with other services.  Once the weather improved, NCSC hosted several outdoor events with 

White Mountain Recovery Homes, including whiffle ball and kick ball games; they’re also planning a corn 

hole tournament for next period.  The organization also assisted with an unofficial NA campout in June, 

where they served more than 50 people at each meal over the weekend.  These community-based 

events have shed light on the growing issue of homelessness and hunger that exists in the region and 

reinforced NCSC’s concerns that people in the recovery community are starving for human connection 

during this period of Safer At Home isolation.  NCSC has an application in with the NH Food Bank to 

become a food pantry and continues to work with Tri-County Community Action Program to provide 

resources to the homeless population.   

During the reporting period, NCSC also continued to participate in weekly directors’ meetings with other 

RCOs affiliated with Harbor Homes.  These meetings allow the local directors to collaborate across the 

state on what’s working best and provide support to one another.  NCSC reports that their staff have 

completed more training during this period, including participation in the intensive 4-day virtual New 

England Institute of Addictive Studies.  Two staff members completed The Roles of Community Health 

Workers and Support Specialists: The Path Forward, a training hosted by the ECHO team at Dartmouth.   

NCSC is very eager to have access to virtual Community Health Worker trainings when they come 

available.   

NCSC has continued to collaborate and strengthen existing relationships with multiple partners 

throughout the region including WARM, Friendship House, Ammonoosuc Community Health Services 

(ACHS) and the Doorway at LRH.  This partner is eager to have access to more resources with the launch 

of North Country Health Consortium’s new service, AskPETRA, a community resource aimed at helping 

adults, communities and professionals in Northern New Hampshire to understand, prevent and treat 

SUD.  NCSC anticipates that collaboration with the AskPETRA program will help with their referral 

services, since the increase in telehealth services has also increased the need to connect their clients to 

other resources around the region.  The temporary closure of Friendship House at the start of the 

pandemic was challenging for NCSC staff because their clients were forced to be referred and 

transported to services outside the region.  The agency is eager to build a stronger relationship with the 

Friendship House as its reopening progresses.   

The relationship with ACHS continued as normal during January and February with the behavioral health 

case manager providing support at NCSC once a week for a few hours and providing mutual referrals 

between the agencies.  In March, however, face to face services became limited and ACHS lost their 

behavioral health case manager, bringing that aspect of collaboration between NCSC and ACHS to an 
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end.  The two partners have maintained their mutual referral pathways, though, and have begun 

leveraging the WARM program as a valuable partner in that process.  

Northern Human Services (NHS)  

During the reporting period, NHS continued to provide SUD treatment services to Coos County residents 

working with the Coös County Drug Treatment Court and offering outpatient LADC services throughout 

the region.  NHS began using telemedicine for outpatient services starting in March due to the pandemic 

but was able to continue with in-person visits for Drug Treatment Court clients, serving 6 new clients in 

Coos County and 4 new clients in Carroll County. The new Intensive Outpatient Program developed in 

December 2019 for justice-involved clients, including those engaged in open cases with the courts, 

DCYF, drug court, and/or probation programs, was suspended during the pandemic due to technical 

constraints on that part of the organization.    

Saco River Medical Group (SRMG)  

SRMG continued providing Medication Assisted treatment services to its patients throughout the 

reporting period.  In March, the practice did begin to offer more telehealth services due to COVID-19, 

although they remained fully open to all patients who preferred in-person visits.  One MAT provider 

utilized this new method while another continued providing in person services to patients who were 

comfortable coming to the office and following the new pandemic guidelines.  The agency used this 

period to prepare for the leave of one of their Substance Use Disorder providers later this summer and 

prepare for their new replacement provider which they have already secured.  SRMG also signed a 

collaborative care agreement with Mount Washington Valley Supports Recovery to guide the care of 

their mutual patients.  

Weeks Medical Center (WMC)  

WMC continued to provide SUD services through the North Country Recovery Center (NCRC) and serve 

as a subcontractor to provide staffing for the Doorway at Androscoggin Valley Hospital (AVH) 

throughout the reporting period.  In total, at both locations the partner served 50 clients with MAT 

services, 165 clients with recovery coach supports and 10 clients with the new Intensive Outpatient 

(IOP) program at AVH that started in February.   IOP services were put on hold during March 2020 as the 

COVID-19 pandemic changed the landscape of how those services were delivered, forcing the agency to 

stop in person group therapy sessions and implement telehealth services for clients instead.  This was a 

challenge for the recovery community, especially in the Berlin area where clients have limited access to 

the devices and connections necessary to fully engage in telehealth.  Connection challenges led to an 

increase in the no-show rate for these services during the reporting period.  WMC staff also noted that, 

despite telehealth becoming newly billable under the Governor’s Executive Orders during the pandemic, 

the Doorway at AVH saw decreased reimbursement and an increase in alcohol and substance misuse as 

the pandemic progressed.   

WMC has also focused on expanding and training their SUD workforce during this reporting period.  

Their Psychiatric Mental Health Nurse Practitioner (PMHNP) began attending the Massachusetts General 

Hospital’s Institute for Health Professions to receive a certificate in Addiction Medicine.  WMC also hired 

a LADC in February 2020 who is under the supervision of their LICSW/M-LADC.  Recovery Coach training 

is being offered to interested staff members in all NCH affiliate locations and WMC reports that one 

provider is now certified in addiction medicine and other staff have participated in the trainings listed 

below:  

¶ “HIV Update for Substance Use Professionals”   

¶ “Management of the Opioid Dependent Patient”   
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¶ “Mastering Telehealth & Anxiety Treatment in the Age of Social Distancing: Your guide to 

documentation, ethic and insurance”  

¶ “Medication Assisted Treatment for Persons with Opioid Use Disorder 201: Treatment 

Protocols”   

¶ “Supervising Peer Recovery Support Workers”   

¶ “HIV Trends and Treatments”   

¶ “Harm Reduction”   

¶ “Confidentiality & Ethical Practice: Issues for substance Use, Mental Health and Other 

Healthcare Providers”   

¶ “Certified Recovery Support Worker (CRSW Performance Domains)”  

WMC received Round 5 IDN funding to expand recovery services to the Colebrook area, but securing an 

adequate treatment space in the town of Colebrook has proved elusive.  Rather than suspending 

attempts to deliver SUD treatment services to the Colebrook community, WMC has opted to base those 

services out of their North Stratford office while a suitable location further north is sought.  While this 

certainly brings these services deeper into Coös County, transportation remains the biggest barrier that 

residents of Colebrook and towns north experience when trying to access services at the North Stratford 

location.  WMC is committed to physically locating services in Colebrook and closer to the Pittsburg 

area, however, and continues to investigate partnership opportunities in the northernmost part of the 

state. 

In early June, WMC began winding down telehealth services as they hired screeners and implemented 

procedures for in person clinic visits that were consistent with COVID-19 regulations.  COVID relief 

funding will allow the agency to hire 7-8 screening staff for their sites including the Doorway at AVH.  

Doorway staff are also searching for options to provide respite housing so that individuals seeking 

residential treatment have a safe place to stay while waiting for an open bed.  This has proved to be a 

major challenge due to the housing shortage throughout the North Country and the few local options 

already in place have reached capacity.  WMC has built sustainability into their SUD treatment programs 

and will continue to work towards enhancing and expanding these programs beyond the end of the 

demonstration.   

White Horse Recovery Services (WHR) 

WHR continued to provide an array of Substance Use Disorder and Behavioral Health Services 

throughout the reporting period, despite the need to suspend in-person visits in early March due to the 

emergency orders related to the COVID pandemic.  During this reporting period, WHR did lose one 

MLADC and had to initiate a national search for a replacement.  This partner reports that they found an 

excellent candidate, as well as a CRSW to replace an employee who stopped working due to health 

conditions that placed her in the COVID high risk category, both of whom are scheduled to start later 

this summer. Unfortunately, this partner reports that it has been a struggle to secure affordable housing 

for these new hires due to the affordable housing crisis in Carroll County that has been made worse by 

owners of second homes in the Mount Washington Valley and Lakes Region who have permanently 

moved into the area away from the urban centers of Boston and New York City.  Previously, some of 

these homes were available as long-term rental inventory but they are no longer a resource that 

employers can rely on.  WHR reports that they risk losing these candidates if housing cannot be secured 

soon. 

WHR continued the partnership with Mount Washington Valley Supports Recovery to offer 24/7 

emergency services in Carroll County.  The agencies engaged Huggins Hospital during the reporting 

period to expand their 24/7 recovery support services to the Huggins Emergency Department.  The RCO 
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has struggled to hire more Certified Recovery Support Workers, so they have opted to train current staff 

instead.  This has put a strain on their entire workforce as other staff are needed to fill in the gaps.  In-

person training offerings from WHR has been put on hold during the pandemic so outsourcing to virtual 

learning opportunities has become necessary.   

Although the 24/7 program did not see many new clients during the period due to COVID-19, WHR 

served 15 new clients with recovery coach services in the community.  WHR’s CEO is now chairing the 

Governor’s task force to support 24/7 recovery supports in all NH Emergency Departments.  WHR’s 

Intensive Outpatient Program has maintained the client load virtually, offering Zoom options for clients 

uncomfortable coming in for in-person visits and serving 15 new clients during the period.  The agency 

had to rebuild one office location in order to accommodate socially distanced groups and put HEPA air 

filtration into every office and meeting room in every building to meet COVID-19 guidance.  This has 

been a huge undertaking for staff but has allowed the organization to reopen all services to meet the 

needs of their clients.  Group recovery meetings are also being held outside whenever possible, allowing 

clients in-person connection over a cup of coffee.  WHR also referred 13 new clients into a local 

Medication Assisted Treatment program for which WHR behavioral health professionals provide 

counseling services. 

Finally, WHR also used this reporting period to make progress on their construction of a 28 bed 3.1 low 

intensity residential facility and new outpatient service space.  When this new space is finished, WHR 

will be able to move current operations into the new building and hopes to renovate their existing 

building into a 16-bed sober living facility.  In the final reporting period, WHR will continue collaborating 

with local organizations to bring these new services to fruition, leveraging the strong relationships they 

have developed as an IDN partner throughout the demonstration period to provide services to the 

recovery community.  

White Mountain Community Health Services (WMCHC) 

WMCHC continued to provide Medication Assisted Treatment services to patient throughout the 

reporting period, totaling 7 new patients served.  Providers saw an initial decrease in patients at the 

beginning of the reporting period however numbers increased throughout the 6 months.  WMCHC 

started offering more telehealth services in March due to the pandemic, but also offered office 

appointments following COVID-19 guidelines.  The agency has signed a collaborative care agreement 

with Mount Washington Valley Supports Recovery to guide the care of their mutual patients.   

Carroll County Coalition for Public Health (C3PH) 

C3PH focused attention during this reporting period on serving as a connector and facilitator for Carroll 

County partners working to address the Opioid crisis in the context of a pandemic.  The organization has 

witnessed challenges faced by the recovery community when attempting to connect to 

virtual/telehealth services and has been working to provide resources to community members as they 

navigate the new service landscape.  The local RCOs and clinical partners have been collaborating with 

C3PH to provide the best care to clients during these times and the organization is dedicated to 

improving access to resources moving forward.  During the reporting period, C3PH worked to ensure 

Carroll County residents were aware of available resources, had access to evidence-based clinical 

guidance, and engaged in awareness-raising activities through Facebook Live events and distribution of 

print materials included with school lunches. 
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Project Targets 

Use the format below to provide a list of all of the progress toward targets that the program has achieved.  
Targets should include  

¶ Number of individuals served (during reporting period and cumulative) 

¶ All performance measures identified in the evaluation project plan. 
 

Performance Measure Name Target 
Progress Toward Target 

12/31/18 6/30/19 12/31/19 6/30/2020 

New MAT services in Region 7 3 3 5 7 9 

Individuals served with new MAT services in Region 7 35 28 211 591 754 

New sites offering intensive outpatient (IOP) services 1 0 1 4 3 

Individuals served with IOP services 144 156 189 280 429 

Existing IOP providers expanding services 3 1 2 4 4 

Trained Peer Recovery Coaches 6 67 88 88 35 

Individuals served by Peer Recovery Coaches 50 222 480 975 1787 

Staff recruited and trained vs. projected 31 116 148 148 142.5 

Individuals served vs. projected 229 406 880 1594 2970 

Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to 
support the community project which must include financial reporting. 

 

At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 
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funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 

As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  

¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  

The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 

of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals. 
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Projects E:  Integration Focused 

Narrative 

Provide a detailed narrative which describes the progress made during this reporting period. 

Network Membership 

During the reporting period of January 1 through June 30, 2020, no partners have left or joined the 
network.  The information below speaks to the progress that Region 7 IDN has made on the E5 “Enhanced 
Care Coordination” community project during this reporting period. 

Key organizational and provider participants 

Organization/Provider 
Agreement Executed 

(Y/N) 

Ammonoosuc Community Health Services Y 

Coös County Family Health Services Y 

Huggins Hospital Y 

Indian Stream Health Center Y 

Memorial Hospital Y 

North Country Health Consortium Y 

North Country Healthcare Y 

Northern Human Services Y 

Saco River Medical Group Y 

Weeks Medical Center Y 

White Mountain Community Health Center  Y 

Saco River Medical Group Y 

Regional update 

As stated in the Region 7 IDN implementation plan, the goal during this demonstration was to promote 

a regional care coordination approach by training care advocates across the region.  The region aspired 

to train at least 15 Care Advocates; place one regional Care Advocate supervisor in the region to assist 

these Care Advocates with their ongoing professional development; and serve at least 45 individuals 

with enhanced care coordination by the end of the demonstration. The region also set a goal to develop 

a Care Advocate work group that would develop a toolkit of care coordination tools and protocols to 

facilitate the delivery of enhanced care coordination, and encourage the use of evidence based practices 

among care coordinators around the region. 

During the reporting period, work continued on the development of a Regional Care Coordinator 

Network (RCCN).  Care Advocates and care coordinators from around the region began this work at the 

end of 2019 and started the current reporting period with the intention to become a cohesive peer 

cohort who would work together to enhance skills, improve communication about shared patients or 

clients, and continue to deepen the level of engagement with social service organizations.  

The introduction of a pandemic early in the reporting period changed the way care advocates were able 

to provide enhanced care coordination services to high-risk populations.  Many clinics and hospitals 

closed, at least temporarily, to in-person appointments and admissions as patients sheltered at home 

instead of seeking care.  Although this impacted care coordination in the region, ambulatory practices 

worked diligently in the early days of the pandemic to stand up telehealth services and intensify patient 
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outreach to ensure social determinants of health were being addressed and patient needs were being 

met.  

At the request of the New Hampshire Department of Health and Human Services (NH DHHS), the Region 

7 IDN team intensified its efforts to connect with partners on a regular basis and leverage the network 

to improve access to critical services under the Governor's Stay At Home orders. This included making 

one on one partner calls in early April and convening weekly COVID Touch-Base town hall style meetings 

throughout the remainder of the reporting period.  Representatives from NH DHHS and the Medicaid 

Managed Care Organizations (MCOs) were invited to participate in these calls in an effort to ensure a 

timely awareness of barriers and successes experienced by Region 7 IDN partners as they worked to 

address the needs of their community members in the state of the pandemic. 

While not specifically listed as a key partner on this community driven project, the Carroll County 

Coalition for Public Health (C3PH) has been a critical partner to Enhanced Care Coordination partners in 

Carroll County during the pandemic.  Through their work as both a Public Health Network and Region 7 

IDN partner, C3PH is uniquely positioned as a connector and facilitator between health and social 

service organizations in Carroll County.  During the pandemic, C3PH has assisted several grassroots 

organizations in Carroll County as they stood up mechanisms to help their neighbors by disseminating 

information, running errands, and supporting hard to reach families.  In the northern part of Carroll 

County, C3PH has been helping the Gibson Center for Senior Services coordinate outreach into the 

elderly population that has largely stopped visiting the center under Stay at Home orders.  These elderly 

members of the population typically access the Gibson Center for congregate meals and social 

connections, so outreach has ensured that they continue to maintain good nutrition and social 

connection while also protecting their health by staying home.  C3PH lent their technical expertise to 

partners who are working to convene members of the community in virtual environments like Zoom and 

Facebook Live.  C3PH has also worked closely with local Chambers of Commerce to spread information 

about services that are available for people who are isolated, including grocery delivery, medication pick 

up, and access to telehealth services. 

Ongoing Care Coordinator Skills Development  

The Region 7 IDN Regional Care Coordinator Network (RCCN) continued to serve as a vehicle for the 

support and skills strengthening of the care coordinators and Care Advocates in the region.  The 

development of the RCCN has provided Care Advocates across the region with a peer cohort that serves 

as an asset for collegial communication, support, and access to resources to further enhance care 

coordination within the region. 

This cohort convened on January 8, 2020 via Zoom to review ongoing continuing education 

opportunities and share challenges and trends in care coordination.  When the COVID-19 public health 

emergency was declared future meetings were canceled due to limited availability of members to 

attend these sessions.  The regional care coordinators are essential healthcare workers that were 

utilized to cover many roles required for pandemic management within their home organizations.  By 

their own report, they lacked the bandwidth necessary for collaboration, education, or professional 

development related to care coordination until May.   

The RCCN spent time during the reporting period discussing the challenges of case management 

activities versus the type of enhanced care coordination services promoted under the IDN.  There is a 

general consensus that care coordination staff have limited bandwidth for focusing on enhanced care 

coordination activities because they are typically tasked in the primary care setting with activities that 

have an attached revenue stream.  Medicare Annual Wellness Visits, Transitional Care Management, 
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Chronic Care Management, and chronic disease education are several key activities for which there are 

sustainable reimbursement models that adequately offset labor expenses.  These activities are 

prioritized over other activities that have less clear or dependable sustainability models.  Most care 

coordinators are also nurses, and those nurses report that they are frequently called upon to cover 

staffing shortages in their practices.  At a moment’s notice, they can be redirected to devote their 

workdays to rooming patients and staffing telephone triage and prescription lines.  The emergence of 

the COVID pandemic has further complicated the issue, as staff members have been retasked to COVID 

activities and healthcare organizations have experienced financial downturns. 

Partner specific updates 

Generally speaking, during this reporting period partners altered the way in which they were collecting 

information about social determinants of health and enhanced care coordination needs from their 

patients as they flexed their operations to respond to the COVID pandemic.  They did not always follow 

protocols and workflows that had originally been put in place under the demonstration, but in general 

their efforts to identify patient/client needs intensified and they were able to connect these individuals 

to the social service organizations in the community who could address social determinant needs.  More 

detailed information is provided in the partner specific updates below. 

Ammonoosuc Community Health Services (ACHS) 

During the reporting period, ACHS experienced the loss of a community health worker and a behavioral 

health case manager.  As the agency worked to evaluate if they should fill these positions or not, they 

strengthened their relationship with both the Wellness and Recovery Model (WARM) and Ways to 

Wellness Connect programs at the North Country Health Consortium.  These relationships proved 

beneficial to both providers and patients so ACHS ultimately made the decision to not fill their 

community health worker and case manager positions, and instead leverage the relationships with other 

organizations in the community who could provide these services more effectively. 

At the same time, ACHS experienced staffing changes among their nursing team which led to a 

temporary suspension of their enhanced care coordination program.  Before replacements could be 

hired, the COVID pandemic began and nursing staff were asked to address needs in the ambulatory 

clinics as patients began participating in telehealth visits.  Similarly, the multidisciplinary care team was 

discontinued for two months while the clinic focused its attention on addressing the needs of patients 

living in a pandemic.  The multidisciplinary care team has since reconvened and has returned to its 

monthly meeting cadence.  Additional care coordination services are now being provided through a 

collaboration between the behavioral health providers and the patient navigator team at ACHS. 

Coös County Family Health Services (CCFHS) 

CCFHS continues to share a care coordinator with the local hospital.  During the pandemic, this care 

coordinator noted that there was an increase in referrals to the social worker to address basic needs like 

food and access to cell phone minutes so patients could initiate unemployment claims.  Two of the 

State's managed care organizations donated over 100 emergency food and supply bags which were 

distributed by CCFHS staff.  AmeriHealth Caritas and New Hampshire Healthy Families also made large 

donations to the Great Northwoods Community Aid Foundation.  These monies have been used to 

purchase and distribute emergency supplies, purchase cell phone minutes and stock local food shelves. 

When stay at home orders were issued, CCFHS made the decision to redirect staff who would typically 

be involved in facilitating in person visits to instead reach out to more than 12,000 patients with the 

intent to check in, make sure the patients were doing well, ensure they had enough food and medicine, 

and were in a safe place. These calls led to additional referrals to social service and care management 
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entities.  Although telehealth services were established at CCFHS, the organization quickly discovered 

that not all patients had good access to broadband internet or cell phone service that would allow them 

to connect to telehealth being offered by the clinic.  Visit volumes dropped by 40 to 60% during the 

pandemic period, raising concerns among providers about decompensation of chronic disease in their 

high-risk population.  Interestingly, providers and nursing staff at CCFHS reported the process of placing 

phone calls to their patients was an edifying experience that reconnected them to their purpose and 

passion for community-based medicine.  

CCFHS noted during a reporting call that dental care was significantly impacted during the pandemic.  

Access to dental care was a crucial concern to address for care coordinators because dental issues 

create significant pain and hamper a patient’s ability to maintain an adequate nutritional intake.  Two of 

the three Federally Qualified Healthcare Centers in the region offer dental services for the underserved 

population, and CCFHS care coordinators note that dental pain is a frequent chief complaint in the local 

Emergency Department.  Despite the American Dental Association’s recommendations to completely 

close dental clinics until at least May 4, CCFHS kept their dental clinic open to address the need 

identified by their care coordinators.  Staff in the clinic leveraged innovations like teledentistry and 

techniques that arrest decay without drilling into teeth to address patient pain and prevent unnecessary 

visits to the Emergency Department. 

Leaders at CCFHS have noted that the pandemic has had significant fiscal impact on the clinic and 

prompted this partner to note that there is a need to evaluate the financial health of the provider 

network across the Region 7 IDN. CCFHS also noted that during the pandemic partners connected and 

collaborated with one another in smaller regions than the large geography covered by the Region 7 IDN.  

For example, strong partnerships that exist within the Androscoggin Valley (Berlin and Gorham) were 

leveraged to efficiently collaborate on the COVID response, but similar relationships do not exist and 

could not be leveraged to connect the Androscoggin Valley region to the Mount Washington Valley just 

a few miles and a mountain pass away. Similar local collaboration occurred in municipal centers like 

Lancaster, Conway and Ossipee.   

Huggins Hospital (Huggins) 

Huggins entered the reporting period with plans to upgrade its health information system and continue 

collaboration with other health and human service organizations in their catchment area as they worked 

to create a community health network in Southern Carroll County.  Their role in the community as a 

Critical Access Hospital forced the organization to suspend several key service lines while it positioned 

the hospital to serve as an Alternate Care Site and prepare for a potential surge of COVID-19 positive 

cases. Staff in the Huggins care coordination and case management departments used this time to 

reevaluate their protocols and workflows and restructure the way they provide enhanced care 

coordination services.  In the interim, Huggins has partnered more closely with social service 

organizations within the community to provide some of the case management and care coordination 

functions while their program is under redesign.  

Huggins consistently participated in the weekly Region 7 IDN COVID Touch Base meetings convened by 

the Administrative Lead Agency team, and regularly mentioned concerns about patients with chronic 

conditions not seeking care due to their fear of contracting COVID.  Providers and care advocates at 

Huggins are concerned that those chronic conditions are decompensating and some of the headway 

made through the provision of enhanced care coordination will have been lost by the end of the 

pandemic.  Office staff have spent time calling patients known to have higher needs and higher risk 

throughout the pandemic to ensure their medical and social needs are being met.  As the hospital began 

reopening ambulatory clinics during the month of June, patients identified as being high-risk were 

prioritized for the first in person visits.  
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Indian Stream Health Center (ISHC) 
At the beginning of the reporting period, ISHC continued to deliver enhanced care coordination services 

to patients of their federally qualified health center.  This included ongoing assessment of needs related 

to social determinants of health, the use of risk stratification to refer patients to care coordination 

services, and partnerships with social service organizations in the Colebrook community who could 

provide needed supports to ISHC patients. The organization was also heavily engaged in converting to a 

new health information system, and a lot of thought was put into the build of this platform so 

information that drives enhanced care coordination could be captured and communicated in a timely 

fashion in the future.     

In mid-March, this partner, like so many others, altered its process for delivering care to its patients in 

the face of the COVID pandemic.  At that time, ISHC pivoted to the use of telehealth models and also 

experienced turnover in their staff.  Two behavioral health specialists and a behavioral health case 

manager were also furloughed in response to financial stressors and decreased patient load under this 

revised health care delivery model.  As the pandemic progressed, some members of the staff returned 

to the clinic, and the process of seeking out an MSW student to serve as a case manager through an 

internship program began.  By the end of June, ISHC saw operations returning to a more familiar format, 

with the re-introduction of in-person patient visits and a reduction in telehealth services.  At that time, 

the care coordination staff began training new staff members in the enhanced care coordination 

processes that are well established at this clinic and they anticipate a full return to their prior 

operations.  

Memorial Hospital (Memorial) 

In the early portion of this reporting period, Memorial continued their collaborative work with Saco 

River Medical Group, Children Unlimited, and Visiting Nurse Home Care and Hospice of Carroll County as 

these partners provided supportive services to families impacted by substance use disorder and children 

whose parents were incarcerated. When the public health emergency was announced in March much of 

the staff effort at Memorial shifted inward as the organization focused on readying their Critical Access 

Hospital to handle potential surge in COVID related cases.  Ambulatory practices were closed, and staff 

were retasked to the COVID effort.  Patients were discouraged from attending in-person visits unless 

absolutely necessary, and Memorial worked closely with their parent organization, MaineHealth, to 

stand up telehealth services for their patient population. 

Telehealth was particularly successful with the behavioral health population, and providers were able to 

continue meeting with up to 8 patients per day throughout the pandemic.  Memorial’s Integrated 

Medication Assisted Treatment (IMAT) program continued to operate, but support groups were 

suspended due to a lack of adequate physical space to accommodate group size and the need for some 

participants to have on-site childcare.  During check-in calls with patients in their primary care 

population, staff noted that the isolation experienced by people adhering to Stay at Home orders 

seemed to be increasing the behavioral health needs for the population in general.  This led to 

additional referrals to the behavioral health providers during the pandemic. 

As soon as ambulatory clinics closed to in person visits, the staff at Memorial implemented a process of 

placing calls to patients to verify that they were able to access prescriptions and had connections to 

their social circle during the isolation period. Staff developed a risk stratification process to prioritize 

patients with highest needs for the first of these calls.  As the Stay at Home orders lengthened, a second 

round of calls were made to patients to make sure that all social determinants of health were being 

addressed.  As Memorial resumed inpatient visits in their ambulatory clinics towards the end of June, 

patients who were assessed as being at highest risk were brought into the clinics first.  
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Northern Human Services (NHS) 
NHS reported being pleased to see the expansion of telehealth under executive orders implemented 

during the pandemic.  This partner has advocated for expanded telehealth in the behavioral health field 

for a number of years.  While the expansion of telehealth allowed for services and support to be 

continued during the pandemic, the nature of this service delivery mode has not worked as well for 

patients with serious mental illness as it has for patients with less acute needs. This is in part, because it 

is more difficult for individuals to remain focused and engaged when speaking to their providers over 

the phone or through a video conference call.  To mitigate this challenge, providers at NHS opted to 

move to more frequent but shorter telehealth visits for this patient population.  

NHS also provides functional services to individuals with developmental disabilities.  Functional support 

workers have continued to engage their clients throughout the pandemic.  Many of these clients have 

physical conditions or diseases that have placed them at high-risk during the COVID-19 pandemic.  As a 

result, these clients have been advised to stay at home as much as possible.  Functional support workers 

continue to provide support to their clients by picking up groceries, prescriptions and running other 

errands.  While these services have not been reimbursable during the pandemic because the client has 

not been with the functional support worker in the community, NHS feel strongly about providing 

supports to their clients and has opted to seek alternate funding streams to cover the labor costs of 

these activities. 

Limited staffing has remained available in each of NHS’ six office locations during the reporting period in 

order to provide care and case management services to individuals who cannot participate in telehealth 

services.  Whether virtual or in person, NHS staff continued to evaluate their clients for needs related to 

social determinants of health and connected them to the social service organizations best positioned to 

address those needs.  

Saco River Medical Group (SRMG) 

SRMG reported that their care coordinator has continued to engage patients and receive referrals from 

the seven primary care providers working in the office.  During the reporting period 18 new patients 

were enrolled in the enhanced care coordination program.  The care coordinator has also taken 

responsibility for the transitional care management workflows for the practice and has assisted 80 

patients in their transitions from inpatient or residential care back into community.  

During the COVID pandemic, this primary care practice remained open for business as usual, adding 

telehealth capacity for those patients who felt more comfortable meeting with their primary care 

provider in a virtual setting instead of coming to the office for an in-person visit. In an effort to ensure 

that infection prevention practices were followed, the clinic did ask patients to consider their cars as the 

waiting room for their visit rather than congregate inside the clinic building as they waited for their 

appointments. SRMG does note that their patients continued to report being fearful of coming to the 

clinic, and they have seen a significant decrease in volume for their walk-in clinic, particularly in the 

pediatric population.  

Information regarding social determinants of health continues to be collected as part of the Core 

Comprehensive Standardized Assessment (CCSA) process, which is conducted during annual Wellness 

visits and well-adult exams.  SRMG reports that they continue to be enrolled in a number of incentive 

payment programs with commercial payers, and are leveraging the data analysis available through those 

commercial programs to monitor their success at the management of chronic disease burden within 

their patient population.  
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Weeks Medical Center (WMC) 
WMC started the reporting period looking more formally at integration efforts and bringing primary care 

and behavioral health leadership together to establish shared policies and procedures rather than 

separate but similar policies and procedures in the two departments.  They see this as the next step in 

their evolution along the integrated care continuum.  Additionally, the case management department 

has been working closely with the emergency department during this reporting period as the COVID 

pandemic has progressed.  Care coordinators report that their patients aren't seeking care as early as 

they typically would.  When these patients do come to the emergency department or the ambulatory 

clinics, they are sicker and need more intensive case management services to address those social 

determinants of health that are leading to the exacerbating of chronic conditions.  

WMC has also noted that more people are relapsing with depression or anxiety as a result of the 

isolation experienced during the pandemic.  Care coordinators have been involved in many pieces of the 

WMC’s response to COVID, including the provision of staff to field calls on the COVID triage line for the 

facility, responding to questions regarding COVID testing, and enforcing the visitor policy with 

compassion. The case management team has been able to use technology to meet with both patients 

and caregivers and participate in discharge planning at external facilities as patients are returned to the 

community. 

As with clinical providers, the case management team has adopted a telehealth model during the 

pandemic and finds that it has been highly effective for patients who can connect to telehealth 

conversations.  There are challenges reaching patients living in the Androscoggin Valley area because 

that part of the region has significant gaps in broadband internet access.  Additionally, the 

reimbursement model for Rural Health Centers does not compensate provider time at a rate 

comparable to that for inpatient visits.  The case management team at WMC anticipates that some form 

of telehealth will be retained, but how much will be considered carefully in the context of the 

organization’s fiscal health.  

Of particular interest during this reporting period, the case management team at WMC has been 

collaborating with New Hampshire Healthy Families on several challenging case management cases.  

They have enjoyed the development of this relationship and hope to create similar working relationships 

with AmeriHealth Caritas and WellSense.  This provider is also extremely interested in better 

understanding the Local Care Management Network proposed under the demonstration and looks 

forward to working within that infrastructure.  

White Mountain Community Health Center (WMCHC) 

WMCHC was positioned to stand up telehealth services more quickly than other partners in the region 

because they were already using telehealth technology as part of a partnership with Dartmouth 

Hitchcock Medical Center.  By the end of March, this partner had effectively transitioned up to 85% of 

their scheduled visits to a virtual setting.  In late April, the agency conducted an informal survey of 

patients and providers which found that both populations were overall quite satisfied with the virtual 

setting in which they were operating.  WMCHC did suspend the use of the CCSA during the pandemic, 

primarily because it was still in paper format and therefore hard to administer in the virtual setting.  As 

an alternative, providers would query for these pieces of information as they welcomed the patient to a 

virtual visit.  Leaders at WMCHC suspect that providers may be more aware today of the social 

determinants of health impacting their patients than they were prior to the implementation of the CCSA 

because they are querying for this information directly rather than reading data entries in the medical 

records made by clinical support staff. 
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Providers at WMCHC remained in close contact with social workers and care coordinators through notes 

made in the medical record.  WMCHC staff did express concern that not seeing patients in person 

prevented providers from adequately assessing risk for things like domestic violence and child abuse.  As 

the reporting period ended, and ambulatory clinics were reopening to more in person visits, this partner 

stated that they did prioritize high-risk patients when scheduling in person visits.  The intent of this 

prioritization was to ensure that patients with chronic disease or at high-risk for unsafe situations in the 

home were seen as soon as possible by their providers in order to connect them to needed services in 

the community.  

Project Targets 

Use the format below to provide a list of all of the progress toward targets that the program has achieved.  
Targets should include  

¶ Number of individuals served (during reporting period and cumulative) 

¶ All performance measures identified in the evaluation project plan. 
 

When the inpatient readmission and Emergency Department visit measures were developed, they were 

based on information in Databooks provided by the State in 2016, which contained baseline data from 

2015 claims.  At the time that the Region 7 IDN Implementation Plan was written, these databooks 

represented the only baseline available for many data points, and IDNs had the impression that the 

databooks would be issued on some recurring basis during the demonstration period.  This has not been 

the case and it does not appear, at this time, that any refresh of the databooks will provide an adequate 

measure of the efficacy of IDN interventions.  As an alternative, the measures highlighted below have 

been adapted to align with comparable DSRIP performance measures for which data is refreshed more 

regularly. 

Performance Measure Name Target 
Progress Toward Target 

12/31/18 6/30/19 12/31/19 6/30/20 

ECC - Reduced hospital inpatient readmissions for 

patients with BH indicators as evidenced by a 

decrease in annual 30-day hospital readmissions rate 

per 1,000 population. 

As noted above, this measure was originally 

established using 2015 baseline data made available 

in the 2016 release of the State’s Databook 4.  Since 

that data source has not been refreshed regularly, 

this row will now contain the data available for 

HOSP_INP.01:  Readmission to Any Hospital for Any 

Cause by Adult Behavioral Health Population Within 

30 Days. 

 

At this time, target and results for the region have 
not yet been made available, although a release was 
anticipated on January 31, 2020.  As soon as this 
information becomes available, this table will be 
updated. 

20% 
decrease 

(from 
9.1 in 

2015 to 
7.2 by 
2020) 

N/A – 
waiting to 

receive 
claims-

based data 

Target = 
1.17; 

Result = 
1.18 

N/A – 
waiting to 

receive 
claims-

based data 

N/A – 
waiting to 

receive 
claims-

based data 
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Performance Measure Name Target 
Progress Toward Target 

12/31/18 6/30/19 12/31/19 6/30/20 

ECC - Reduced Number of ED visits for patients with 

BH indicators as evidenced by a decrease in annual 

emergency department visits for patients with 

behavioral health indicators rate per 1,000 

population.  
As noted above, this measure was originally 

established using 2015 baseline data made available 

in the 2016 release of the State’s Databook 2.  Since 

that data source has not been refreshed regularly, 

this row will now contain the data available for 

HOSP_ED.01:  Frequent (4+ per year) Emergency 

Department Use in the Behavioral Health Population.   

 

Consistent with information provided to Region 7 
IDN by the DHHS Office of Quality Assurance and 
Improvement, each subsequent column lists the 
DHHS established target and any available results for 
the corresponding reporting period. 

20% 

decrease 

(from 

1073 in 

2015 to 

858 by 

2020) 

Baseline 
Rate = 
8.50% 

Target = 
8.18%; 
Result = 
6.10% 

Target = 
6.99%%; 
Result = 
6.15% 

N/A - 

waiting to 

receive 

claims-

based data 

Target = 
5.80%; 
Result = 
pending 

N/A - 

waiting to 

receive 

claims-

based data 

Target = 
5.65%; 
Result = 
pending 

Sub-recipient proposals received which are related 

to Enhanced Care Coordination 
5 10 10 10 10 

Convene 1 Care Advocate Workgroup 1 1 1 1 1 

Regional care coordination trainings 

3 2 

2 IDN 

sponsored, 

as well as 

extensive 

ongoing 

training for 

regional care 

coordinators 

engaged in 

ACOs 

3 3 

Community Health Worker Trainings  3 2 2 3 3 

CHW cross trained as Peer Recovery Coaches 8 7 9 11 10 

Region 7 IDN agencies with embedded Community 

Health Workers  
5 5 7 7 7 

Agencies working on Enhanced Care Coordination as 

defined by DSRIP metrics 
3 11 12 11 11 

Trained Care Advocates 15 11 21 18 17 

Partner organizations that have agreements in place 

for referral process  
4 7 7 8 8 

E5 - Individuals served vs. projected 

*  As a result of diminished staff resources during the 

COVID pandemic, several partners reported being 

unable to contribute data to this metric by the filing 

of this report.  Attempts will be made to update this 

data point during the writeback process. 

45 127 1027 1897 1575*  

E5 - Staff recruited and trained vs. projected 23 18 28 29 29 
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Budget 

Provide a narrative and a brief project budget outlining actual expenditures and projected costs to 
support the community project which must include financial reporting. 

 

At the beginning of the demonstration, Region 7 opted to take the approach of budgeting based on how 

incentive payments are earned.  This approach has been used for staffing as well as partner requests for 

funds and was adopted because partner proposals and staff time often touch multiple DSRIP projects 

concurrently.  Expenses have therefore been allocated as a flat percentage across project areas, with the 

region setting out initially to roughly budget the funding across projects in parallel to the proportions in 

which the incentive payments were earned. 

As funding uncertainties mounted in 2018 and 2019, the region maintained the original allocation rather 

than making the shift in the weighting from the state-wide projects to the core competency project.   

This has resulted in allocations of approximately 42% of funding to state projects, 36% to the core 

competency project and 22% to community projects for the life of the DSRIP.  Proposed expenses for 

the remainder of the demonstration include anticipated costs for infrastructure staffing, subscription to 

the Collective Medical Network and distribution of remaining earned incentive payments to partner 

organizations in support of their ongoing work to meet the goals of the DSRIP.  Variances experienced to 

date include:  

¶ Reductions in incentive payments available following decreased county contributions for years 3 

and 4  

¶ Failure of the region to meet 100% of incentive payment targets for both process and 

performance measures  

¶ The restructuring of infrastructure staffing in line with decreased funding earned by the region, 

the rationale being that if there was less money available for partner organizations, the 

infrastructure team should be similarly reduced.  
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The Region 7 IDN governance infrastructure is continuing to work to identify the best way in which to 

utilize remaining funding.  Topic spending areas include workforce development support through an 

increase in Community Health Workers in the region and partner incentive payments, long-term support 

of technology infrastructure through dedicated subscription to Collective Medical and the distribution of 

any remaining incentive monies across partner organizations in a tiered fashion based on their 

contribution to success of the DSRIP goals.  
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Project APM: DSRIP Alternative Payment Model (APM) 
Implementation Planning 

As a part of the DSRIP demonstration, the state has committed to value-based health services 

reimbursements.  The DSRIP APM Roadmap articulates the process by which the state will work with the 

IDNs, Medicaid Managed Care Organizations (MCO), and other Medicaid services stakeholders to develop 

a statewide APM workgroup for the completion of the DSRIP APM Implementation Plan.  The goal of the 

DSRIP APM Implementation Plan is to achieve 50% Medicaid provider payments in an APM by 12/31/2020. 

IDNs will be evaluated on their engagement with the state and managed care plans in support of the APM 

goals consistent with Special Terms and Conditions (STC) 24, Project Milestones; STC 33 MCO and 

Medicaid Service Delivery Contracting Plan; and STC Attachment C: DSRIP Planning Protocol IV Project 

Stages, Milestones, and Metrics. 

Provide a brief narrative which speaks to the following: 

¶ Describe how the IDN is aligning performance metrics to the MCO APMs 

¶ Identify partners who are currently participating in or in the planning process for MCO APMs 

APM Narrative 

As in prior reporting periods, the Region 7 IDN team has queried partner agencies working on the core 

competency integrated healthcare project to ascertain their readiness to enter into Alternative Payment 

Model (APM) contracts with payer sources.  Most partners have reported that they currently hold payer 

contracts which include some form of incentive payment program that uses HEDIS measures to evaluate 

the quality of preventative care and chronic disease management for covered beneficiaries.  Several 

partners have also previously participated in at least one round of a Medicare Shared Savings Program 

Accountable Care Organization demonstrations, with several North Country hospital partners currently 

enrolled in a down-side risk ACO. 

Partners generally report that they feel prepared to deliver clinical care that is consistent with the 

standards of care upon which most APM quality metrics are based and are therefore clinically prepared 

to enter into APM contracts.  As previously reported, partners continue to be reluctant to enter into 

down-side risk arrangements at this time because they have not yet established the infrastructure 

necessary to proactively manage data that will allow them to produce and act upon reliable care 

opportunity reports, adequately code claims to ensure that Hierarchical Condition Category 

stratification is accurate for beneficiaries and validate performance metric data as required by most 

APM contracts.  Several partners have also expressed concern that quality metrics are still under 

development, so the targets continue to move and therefore leave rural providers in a continual loop of 

spending money to implement processes aimed at maximizing shared savings, only to have the goal 

posts moved to the next unattainable position the following year. 

Region 7 IDN partners continue to express an interest in clarity regarding the Local Care Management 

Entity provisions of the Managed Care Organization contracts and the implications that the LCMN 

program will have on the reimbursement for activities like enhanced care coordination. 


